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Through the courtesy of the editor of this 
Journat, Iam asked to write an article “for read- 
ers many of whom are general practitioners.” The 
great majority of general practitioners have been 
afforded opportunities of clinical instruction in 
nearly every department of medicine and surgery 
with the notable exception of that large class of 
diseases common to the anus, rectum, and pelvic 
colon. It is not remarkable, therefore, that many 
otherwise skillful practitioners imagine considerable 
difficulties are associated with the diagnosis of 
these cases, and that, consequently, the treatment 
adopted by them is, as a rule, almost entirely per- 
functory, haphazard, and unsatisfactory. From 
personal experience in post-graduate teaching, I 
have come to the conclusion that most mistakes are 
due to the practitioner’s failure to make a routine 
examination of his rectal patients, rather than to 
his lack of knowledge. For this reason I shall em- 
phasize the physical examination. 

I would not underestimate the importance of a 
careful history, which is frequently very suggestive 
of the lesions which should be sought for. Such 
symptoms as pain, hemorrhage, protrusions, dis- 
charges, constipation, diarrhea, tenesmus, and loss 
of weight are characteristic of rectal disorders, and 
should be particularly inquired about. Still, too 
much weight should not be attached to the symp- 


toms even as related by well-informed people, for: 


they are frequently so garbled with miscellaneous 
facts that any physician who attempts to prescribe 
without a rectal examination will more often than 
otherwise have reason to regret it. 

For the local examination the usual office table or 
chair that allows the top to be raised or lowered, 
and tilted from side to side, is very convenient. If 
itis desired to make the examination at the patient’s 
house, any table, such as is procurable in the ordi- 
nary household, will answer for a complete ex- 
Ploration of the rectum and sigmoid: The right or 


left lateral semi-prone position is the easiest posi- 
tion in which to conduct the preliminary examina- 
tion. "When the buttocks are separated, the whole 
perianal region comes readily into view. 

INSPECTION :—The perianal skin should be in- 
spected to ascertain whether its appearance is 
normal or abnormal. Among the external patho- 
logic conditions which can be established by in- 
spection alone may be mentioned ulceration, new 
growths—benign or malignant—external and 
thrombotic hemorrhoids, eczema, the. blanched and 
sodden appearance of the skin in pruritus ani, and 
the external openings of fistulz. 

The next step is to palpate all about the anus 
with the index finger, noting among other things 
the condition of the external sphincter, whether it 
is in a state of tonic contraction or relaxed; also 
any point of tenderness that may be suggestive of 
the location of some lesion in the anal canal, such 
as a concealed ulcer. In this way the indurations 
marking the burrowings of a fistula should be made 


out rather than by inflicting unnecessary pain by 


exploring them with probes. Indurations indica- 
tive of a deep-seated abscess can frequently be 
made out by palpation. 

Finally, before proceeding to the internal digital 
examination, the anal margin should be separated, 
at the same time requesting the patient to strain 
down. This measure will relax the sphincters, 
evert the anal orifice, and bring into view such con- 
ditions as internal hemorrhoids and anal fissures. 


DicitaL ExAMINATION :—When undertaking an 
examination of the rectum, it should always be 
borne in mind that all manipulations, whether dig- 
ital or instrumental, should be conducted in as 
gentle a manner as possible. Introducing the finger 
roughly or hastily into the rectum without previous 
warning, or before requesting the patient to strain 
down, is responsible for much of the great dread 
that many persons have of rectal examinations. 

The region about the anus having been inspected 
and palpated as described, the index finger is 


smeared with a stiff lubricant and gently inserted 


with a rotary motion into the rectum, the patient 
at the same time being requested to strain down as 
in the act of defecation. The finger should be 
passed only as far as the first phalanx, to begin 
with, as many of the diseases of the rectum are 
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located within an inch of the anal orifice. The re- 
sistance of both sphincters should now be observed, 
and the internal opening of fistulz, ulcerations, fis- 
sures, etc., can readily be detected at this level. 
The examination, however, should not be completed 
until the finger has been passed to its full extent in 
search of new growths, strictures, invaginations, 
etc., and the facilities for palpating the uterus, 
prostate, and neighboring structures should be uti- 
lized as far as possible. 


When the finger is being withdrawn, the condi- 
tion of the levator ani may be investigated by ask- 
ing the patient to voluntarily contract the sphincters, 
and as they both receive their nerve supply from 
the fourth sacral, they will, therefore, be con- 
tacted simultaneously. An exceptionally tight grip 
on the finger, with marked tenderness, should sug- 
gest a fissure, concealed ulcer, or the incipient for- 
mation of a perirectal abscess. One cannot by a 
mere digital examination explore the rectum much 
above that portion which is uncovered with peri- 
toneum, except anteriorly. However, large 
growths and fecal impactions of the sigmoid fre- 
quently descend, or can be depressed by bimanual 
examinations, so that they can be felt through the 
rectal wall, but, as a rule, three to four inches is 
about as high as one can reach with the finger. 


: SpEcuLA:—Most of the specula that are being 


_ offered for sale were made before the introduction 


of the proctoscope, and were the only means of 
visual exploration of the rectum up to that time. 
Since then, the round tubes of Kelly, and later 
modifications that have come into use, leave nothing 
to be desired for an examination of the rectum 
above the sphincters. The older conical bivalves, 
some fenestrated; others with wire blades or a 
removable one, can now be looked upon only as 
exquisite instruments of torture, except when em- 
ployed under general anesthesia. 


One must, however, have some sort of a specu- 
lum, and the one I always use is a round tube with 
an obturator that is withdrawn after the instru- 
ment has been inserted. It is known as the Otis 
speculum. A section has been taken .out of the 
distal end, a half-inch wide and about an inch and 
a half in length. Its edges are smooth, and the 
lower part of the tube supports the mucous mem- 
brane anterior to the part being examined, thus 
affording a good view. It is a useful instrument 
for the non-operative treatment of internal hemorr- 
hoids, removing hypertophied anal papille (often 
the cause of rectal neurosis, pruritis, etc.), as well 
as for exploring the crypts of Morgagni for disease 


or foreign bodies, and in making applications to 
ulcers of the anal canal. 

Another instrument that I would not be withoyt 
is a rectal retractor, patterned after the Simy 
vaginal, but made to conform with a greater nicety 
to the contour of the sphincters, the tip fitting 
snugly in the hollow of the sacrum. It can be ip. 
serted without causing pain by placing the palmar 
surface of the index finger in the concave surface 
of the blade. This retractor is particularly service. 
able for incising submucous abscesses and fistulz 
of this variety. It is also an excellent instrument 
to have at hand in case of a post-operative rectal 
hemorrhage. 


ABDOMINAL ExAMINATION:—Much useful in- 
formation is often found by percussion and palpa- 
tion of the abdomen, particularly in the class of 
patients with complaints of such a nature as to 
prompt one to make a sigmoidoscopic examination. 
The colon should be palpated throughout its entire 
course from the cecum to the rectum. Even when 
the patient may truthfully assert that the bowels are 
acting with seeming regularity, it is not an un- 
common occurrence to find the sigmoid flexure and 
rectum overfilled with feces, and the colon, above 
this point, much distended with feces or gas. The 
abdominal examination should include as well a 
search for any abnormalities, whether anatomical 
or pathological, not only of the colon, but also of 
the liver, gall-bladder, stomach, spleen, pancreas, 
appendix and kidneys. 


ProctTo-SIGMOIDOSCOPES :—In order to examine 
and treat the upper rectum and sigmoid, the gen- 
eral practitioner can get along very well in the man- 
agement of the great majority of cases with two 
Kelly tubes,—one six and the other ten inches in 
length. The Kelly instruments are intended to be 
illuminated by reflected light with a long-focused 
head mirror. 

The advantages of the electric sigmoidoscope 
over the head mirror and stationary light is consid- 
erable, when the longer instruments are used. It 
was on this account that the original Kelly instru- 
ment was modified by attaching a small electric 
lamp at the distal end of the tube, which affords bet- 
ter illumination than is possible with reflected light. 
Another feature which was added to some of these 
electrically lighted proctoscopes was that of closing 
the proximal end of the tube with a glass cap, ° 
that the rectum can be inflated with air, forced 
with a hand bulb. 

There are eight or ten varieties of these procto- 
sigmoidoscopes, very similar in many respects, but 
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each having some modification which seemed of 
especial importance to the designer. 

PREPARATION OF THE PATIENT FOR SIGMOIDO- 
scopy :—All clothing tending to prevent abdominal 
relaxation should first be removed. When the rec- 
tum is found to contain feces, a small enema of 
boric acid solution, not exceeding eight ounces, will 
quickly empty not only the rectum, but frequently 
the sigmoid as well, thus facilitating an adequate 
examination, but, in atonic conditions of the large 
intestine, it will be found necessary to ask the 
patient to return later so that he may be prepared 
for sigmoidoscopy as follows: On the morning pre- 
ceding the day set for examination, three to six 
drams of magnesium sulphate or a suitable dose of 
Hunyadi or some other aperient saline mineral 
water should be taken. Three hours before coming 
to the office, the bowel should be further cleansed 
with a large enema of normal salt solution, to be fol- 
lowed two hours later by an injection of half a 
pint of clear water containing a dram of glycerine. 
This last enema should never exceed the amount 
stipulated, for if more is used, some may remain in 
the sigmoid and cause much annoyance by being 
discharged during the examination or treatment. 


Caution should be exercised in passing the proc- 
toscope, especially when there is an active ulcera- 
tive condition of the bowel. -Several cases have 
been reported in which perforation has taken 
place, in most instances caused by using undue force 
or over-inflation of the gut with the pneumatic hand 
bulb. Personally, I have almost entirely discarded 
the hand bulb, for by getting the patient in a good 
proctoscopic position, it is rarely needed. Its use 
is often distressing, and in ulcerative conditions it 
must be regarded as a dangerous practice. In 
some cases, an invagination, acute flexure, angula- 
tion, or narrowing of the caliber of the gut will not 
be straightened out by air insufflation. 

Air will pass through such places, causing con- 
siderable distension above, without one’s being 
aware of it, unless the patient complains of ab- 
dominal pain. It is in such cases as these, when 
there is ulceration above, that the greatest danger 
lies. 

If the onward progress of the instrument is im- 
peded, it is better to withdraw it slightly, get the 
direction of the gut, and then reinsert the obturator, 
which will allow the tube to be passed with less in- 
convenience to the patient. This maneuver can be 
Tepeated until the tube has been passed as far as 
desired. 

Before introducing the tube, the patient should 
be made as comfortable as possible in the genu- 


pectoral position. If for some reason this posture 
is impossible because of an ankylosed or ampu- 
tated lower extremity or great discomfort in as- 
suming this position, the lateral semi-prone, with 
the knees well drawn up on the abdomen, may be 
substituted. In fact, this latter position is favored 
by some proctologists for esthetic reasons, claiming 
that it is much less unpleasant for women and 
hypersensitive individuals, but I believe that the 
genu-pectoral position should nearly always be the 
one preferred because of the greater ease with 
which the instrument is passed and the lessening of 
the degree of discomfort to the patient. 


The passage of any instrument into the rectum is 
rendered less difficult by first inserting the finger 
past the sphincters. This procedure dilates and 
lubricates the anal canal, as well as affording the 
surgeon an opportunity for ascertaining the exact 
direction in which the instrument should be guided 
before the obturator is withdrawn. The sigmoido- 
scope, warmed and smeared with vaseline, should 
be pressed firmly over the anal orifice, the patient 
at the same time being requested to strain down, 
thus relaxing the sphincters. A stead, firm pres- 
sure in a downward and forward direction should 
be made on the handle of the instrument until it 
has passed the anal canal. After this portion has 
been passed, the handle should first be gradually 
lowered and pushed forward until the end of the in- 
strument has reached the middle portion of the 
sacrum. At this point the obturator should be with- 
drawn, which will allow the bowel to become dis- 
tended with air so that the tube can be passed 
onward by sight. The instrument is then gradually 
raised, allowing it to be gently pushed onward to 
the promontory of the sacrum, where considerable 
resistance to the onward progress of the instrument 
is met. A great deal of difficulty is experienced by 
the beginner at this point in passing the instrument 
into the sigmoid, because of a well-developed fold 
of mucous membrane, known as O’Beirne’s sphinc- 


_ ter, situated at the junction of the rectum and sig- 


moid. This valve-like sphincter frequently makes 
the rectum appear to end abruptly in a blind pocket. 
If careful search now be made, the valve will be 
located in close apposition to the opposite wall of 
the gut. It can then be effaced with the end of the 


.instrument, so as not to retard its further progress 


into the sigmoid flexure. 

The great majority of sigmoidoscopic examina- 
tions are conducted without the use of general anes- 
thesia. Occasionally, however, it is desirable, when 
there are painful affections about the anus, or the 
patient is apprehensive of being hurt. It should 
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always be borne in mind when employing ether that 
there is more danger of injury to the intestine, as 
we do not have the patient’s sensations to warn us 
when making too much pressure or distension. 

We have, therefore, in the procto-sigmoidoscope, 
an instrument which has been demonstrated to be 
of great practical utility, not only for the diagnosis 
of new growths—benign and malignant—but also 
in the treatment of many conditions which are de- 
pendent on catarrhal inflammations of the rectum 
and pelvic colon, such as hypertrophic and atrophic 
catarrh, traumatic, tubercular, and specific ulcera- 
tions, and so on. 

With the lesions brought plainly into view and 
easy of reach, direct topical applications to the dis- 
eased tissues may be made, which will prove more 
effective than the more commonly employed medi- 
cated enemata and suppositories. 


FECAL INCONTINENCE. 

Cu J. Drueck, M.D., 

Associate Professor of Rectal Diseases Post- 
Graduate Medical School and Hospital, 
Rectal Surgeon to Peoples’ Hospital. 
CHICAGO. 


Fecal incontinence may result from injury to the 
lumbar spine, from disease within the rectum or 
from traumatic impairment of the contractile 
power of the sphincter. The loss of fecal control 
may be complete or only partial. In transverse 
myelitis it may be mistaken by the patient for diarr- 
hea. A temporary partial incontinence sometimes 
is associated with the severe prostration of acute 
or chronic diseases such as typhoid fever, cholera, 
pneumonia and tuberculosis. Incontinence in any 
of these conditions may be followed by impaction 
of the rectum because of the loss of tactile sensa- 
tion of the rectum and the lessened secretion of 
mucus to lubricate the fecal mass. Incontinence of 
feces associated with incontenence of urine is a 
symptom of Jacksonian epilepsy. 

The most frequent traumatic causes of inconti- 
nence of feces are operation for rectal fistula and 
hemorrhoids, and rupture of the recto-vaginal sep- 
tum by childbirth. Tuttle says, “This condition has 
become a nightmare to the profession and a stum- 
bling block to every layman suffering from fistula. 
It is the shibboleth of the charlatan by which he 
frightens the sufferer away from the regular sur- 
geon and induces him to be content with palliative 
treatment rather than submit to an operation.” In- 
continence does not occur anything like as fre- 
quently as is generally supposed. It is quite un- 
usual to have more than temporary incontinence 


unless extensive burrowings or multiple fistuloys 
openings exist. Incontinence may follow dilatation 
of the sphincter but only if there is some underly. 
ing spinal or nerve disease. Oblique, irregular or 
jagged incision of the sphincter, even though Single, 
may result in such a vicious union of muscle ends 
that incontinence results. Transverse cutting of 
the sphincter is not likely to produce incontinence. 
The integrity of both sphincters is absolutely neces- 
sary for the voluntary control of the anus. If the 
muscle is cut squarely across and the ends united 
again so as not to materially increase the muscle 
length there will be good control. But if a wide 
band of scar intervenes between the severed sphine- 


Fig. 1—Showing dimple on either side of the anus where the 
severed ends of the sphincter muscle are to be found. 
ter ends the muscle will not sufficiently contract to 
thoroughly close the anus (figure 1). Oblique 
incision of the sphincter allows the divided ends 
to slide upon one another until the internal fibers 
of one end unites with only the external fibers of 
the other end thus very much lengthening the 
muscle, and frequently followed by incontinence. 
When the sinus of a fistula passes through the body 
of the external sphincter muscle an incision severs 
only the lower fibers. These may be left to close 
by granulations. But if the entire muscle is, di- 
vided and the wound edges retract there is always 
some incontinence. If the sphincter is cut more 

than once incontinence is almost sure to occur. 
Sometimes following childbirth the perineum is 
restored but the anal sphincter is not united and 
incontinence results. 
Symptoms.—Four to six weeks following sevet- 
ance of the sphincter it retracts although to a vat 
able degree. Sometimes the muscle ends are stil 
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pound together and the tear only enlarges the circle’ 


sightly. In other instances the ends are widely 
separated and the muscle which is thick and short 
makes but a shallow arc behind the anus, with a 
deep dimple in the skin of the posterior raphé be- 
hind the location of the muscle. A smooth glazed 
depression of the skin or sometimes puckered pits 
mark the location of the ends of the sphincter. 
Thus the ability of the patient to retain feces is not 
an index of the depth of the rent in the muscle but 
rather of the extent of separation of the ends of the 
fibers. If the cicatrix binds the ends firmly to- 
gether an efficient sphincter may still obtain. In 
the less fortunate individuals who apply for help 


Fig. 2—Line of incision to expose the operative field. 


this approximation is what we hope to attain by a 
plastic operation. The individual can usually re- 
tain formed feces satisfactorily but as soon as the 
discharges are at all liquid incontinence occurs. 
The result is that the patient limits his diet and uses 
drugs to maintain a degree of constipation which 
soon interferes with proper alimentation. Intesti- 
nal gases also escape and the unpleasant odor forces 
him from society and he soon becomes melancholy, 
thus adding another chain of complaints. If the 
Mucosa prolapses a rectal tenesmus appears. Many 
of these patients develop a nervous diarrhea excited 
by the least rumbling of intestinal gases. The 
whole complex of symptoms tends to reduce the 
patient’s physical well-being. 

Treatment—When the incontinence is only 
Partial much relief is obtained with galvanic elec- 


tricity, hot formentations and a careful regulation 


of diet. These should be tried before resorting to 
operative interference. 


Operative Treatment—Any plastic operation to 
be successful must be based on a knowledge of an- 
atomy and function of the structures involved. The 
only rational aim of the surgeon in all such plastic 
work should be to restore the damaged parts to as 
near as possible their normal functional state, or in 
other words to follow nature’s plan in the reforma- 
tian of the region. The relief of incontinence de- 
pends upon our ability to reunite the severed ends 
of the sphincter. Our success also depends upon 
the amount of muscle destroyed in the original op- 
eration or the subsequent sloughing of tissues and 


Fig. 3—Exposed sphincter muscle ends have been approximated. 


also upon the length of time elapsed since the dam- 
age was sustained. The muscle cut, and there- 
fore unused, will atrophy and in time is useless if 
reunited, or it may have degenerated so much that 
it cannot be found. If much tissue has been de- 
stroyed the muscle fibers may be too short to be 
brought together. Usually, however, the fibers be- 
cause of their imperfect position are too long to act 
and the indicated operation then is to shorten and 
brings the ends into normal position. 


“Tf the patient suffers with a diarrhea the colon 
will need a thorough cleaning out a few hours be- 
fore operation. It is well to give a light purge 
twenty-four hours before the time set for opera- 
tion so that its effect will be spent during the next 
twelve hours. Three hours before operation the 
colon is to be freed of all fecal matter by an enema 
given until it returns clear. 
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CasE Report, A-36—Had what appears from 
the history to have been a suppurating Bartholin 
gland, although she says she “had two abscesses of 
the rectum, one of which opened spontaneously and 
the other was lanced.” Fistulae resulted which 
were operated upon again in February, (18 months 
and 24 months ago respectively). Since the last 
operation there has been a protrusion at the anus 
but no bleeding. There is a sense of pressure in 
the pelvis and an almost constant desire to go to 
stool. 

There is a narrow scar in the left anterior part 
of the anus extending outward and anteriorly about 
an inch. Also on the right side of the anus there is 
an irregular scar about one-half an inch wide and 
extending laterally about an inch. The anal mucosa 


Fig. 4—Sphincter muscle has been repaired. 


protrudes and the anus gapes open about one-half 
inch. 

On digital examination the contractility of the 
sphincter is found missing. With one finger with- 
in the rectum and the thumb palpating the anal rim 
the sphincter can be felt around the posterior half 
of the anus and is found to contract under the 
patient’s voluntary effort. 

Fig. 1 is a photograph of the patient when she 
came for examination. It will be seen that the 
radial folds of the skin extend outward posteriorly 
from the anus only. The anal mucosa prolapses on 
the anterior and right walls. The relaxation -of 
the perineum allows the vaginal wall to prolapse. 
This patient has never borne a child. 


Operation—The patient was placed in the dorsal 
position and a horseshoe-shaped incision was made 


through the skin around the anterior commissure | 


of the anus beginning at or back of the dimple 
marking the sphincter end on her right side and ex- 
tending past the sphincteric dimple on the left side 
(figure 2); a flap of tissue was dissected out and 
the ends of the sphincter muscle exposed, being 


careful to remove only so much of the muscle as 
was absolutely necessary because that muscle was 
already very short. (Ina case of long standing the 
sphincter ends may be indistinct. If so, the musele 
may be pinched or pulled upon to excite contraction 
and the ends thereby discovered, or the muscle ma 
be rolled between the operator’s thumb and finger. 
If the sphincter ends have been widely separated 
an extensive exposure of the tissues will be neces. 
sary.) In this patient the sphincter had been cyt 
in two places and the whole anterior portion of the 
muscle had degenerated. 

The sphincter ends, having been found, were 
now freed from the surrounding tissues and drawn 
out with clamps (figure 3) until they could be well 
approximated, and were fastened together with a 


Fig. 5—Deep tension suture in place. 


mattress suture of No. 1 chromicized catgut (figure 
4). <A single suture was also fastened through the 
muscle at its sides to approximate a wide surface. 
A tension suture of paraffined silk (figure 5) was 
now passed through the skin behind the ends of 
the incision transfixing the sphincter muscle on that 
side, passed up through the perineal body and then 
out, transfixing the muscle on the opposite side of 
the wound. As this suture is fastened it reinforces 
the sutures in the divided muscle ends and prevents 
tension by the involuntary contraction of the 
sphincter. 


After all oozing was checked the skin sutures of 
fine paraffined silk were placed to close the wound 
and then the tension suture was tied tight enough 
over a gauze pad to relieve tension on the buried 
sutures approximating the sphincter ends (figure 
6). The buttocks were strapped together with a 
broad band of adhesive plaster to prevent accidental 
traction on the wound. Further protection was as 
sured by binding the patient’s knees together for 
the first few hours until she had regained control 
of herself after the anesthetic. 
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When the operation is well performed and is suc- 
cessful in bringing direct opposition of the muscle 
ends, the skin folds radiate from the anus and form 


a complete star all around it just as they did before 


the sphincter was injured. 

The patient’s bowels were confined eight days by 
allowing as food only egg albumen, two tablespoon- 
fuls in water every three hours. On the eighth day 
the patient received an enema of water, six ounces 
and mineral oil three ounces. This enema was re- 
peated daily thereafter until all hard fecal masses in 
the colon were removed. No laxative was given. 
Our patient turned on her side or face to urinate 
and sometimes it is best to have the patient lie on 
her side when the bowels move to avoid straining. 


“Fig. 6—Wound closed. The gauze pad under the tension suture 


is not shown. 


When albumen alone is given there are very few 
scybala and the evacuation is without difficulty or 
danger. 

In every case the wound must be carefully ex- 


amined daily to be sure no infection or abscess is 
developing. Should an abscess occur it must be 
incised early and drained in such a direction, if 
possible, that the united ends of the sphincter will 
not be injured. 

The patient should remain in bed for two weeks 
after the operation and for four weeks more should 
go about with care, avoiding hard work or lifting. 

If the sphincter has been divided in more than 
one place and the separated section still has con- 
tractile power the operation should be performed in 
several steps, repairing only one injury at each sit- 
ting. The second operation may be attempted a 
month after the first. 

Narrowing of the anal outlet will greatly benefit 
the patient when the muscle function cannot be 
restored by plastic operation. In such a case a 


buried kangaroo tendon is passed around the anus 
at the level of the upper border of the external 
sphincter and tied firmly upon the index finger in- 
troduced into the anus. If these procedures fail 
or cannot be used, a left-sided colostomy with an 
abdominal anus should be advised. 
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NOTES ON RECTAL SURGERY. 


1. Fecal Control After Amputation of the Rectum 
and Colostomy. 


2. A Helpful Expedient in Fistula Operations. 
3. A Technic of Hemorrhoidectomy. 
WaLTER M. Brickner, M.D., F.A.C.S., 


Associate Surgeon, Mount Sinai Hospital; Attending 
Surgeon, Broad Street Hospital and Park Hospital, 


New City. 


I. FECAL CONTROL AFTER AMPUTATION OF THE 
RECTUM. 


No type of so-called “artificial anus” yet devised 
is a satisfactory substitute for the normal sphincter 
ani. Twisting the bowel after rectum amputation, 
as originated by Gersuny and as also employed in 
Lilienthal’s colostomy, may slow up the fecal cur- 
rent, but as a measure of control it is not sufficient. 
If after amputation of the rectum there are pro- 
vided no other means of managing the flow of feces 
than the application of a pad or apparatus to re- 
ceive the irregularly—more or less continuously— 
escaping, and sometimes fluid, stool, then, I concede, 
an abdominal (“inguinal”) outlet will be less incon- 
venient for the patient than a “sacral anus.” But if 
he contrives to have solid stools and to evacuate 
these at definite times, then he is, in my opinion, 
far better off with a “sacral” (or, more properly 
speaking, “coccygeal”) than with an abdominal out- 
let, both because it is less loathsome and because it 
allows him to defecate into a toilet seat. 

In cases that I have been able to keep under ob- 
servation after amputating the rectum for carci- 
noma I have found it possible to keep the patients 
clean and comfortable by training their bowels to 
evacuate at a fixed time once a day, or once in two 
days, and by so restricting the diet as to make the 
stools solid. With an outlet posteriorly such indi- 
viduals can use a toilet seat much like other people 
and, for the most part, are troubled with soiling only 
when, through lapses in their diet or otherwise, they 
have loose movements. 

When a sigmoidostomy is performed as a paitie- 
tive operation the lower down in the loop the w=. 
ing can be made the larger is the reservoir left above 
the outlet and the greater the opportunity for in- 
spissation of the feces. 
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Two rather dissimilar cases may be cited to il- 
lustrate that, by training the bowel and regulating 
the diet, individuals without a sphincter ani may 
nevertheless be kept clean and comfortable: 


Mrs. T. H., aged 50, had a carcinoma of the rec- 
tum about an inch above the internal sphincter. I 
removed the rectum and part of the sigmoid by a 
modified Kraske operation, and made the outlet at 
the lower end of the sacrum, after twisting the gut 
three-quarters of a turn. Thanks to a constipated 
habitus very little regulation of her diet was neces- 
sary. She moved her bowels once daily on the 
toilet seat and seldom had any soiling. 


John G., a young marine, came under my care in 

the summer of 1918 while I was in charge of the 
surgical service of U. S. Army Base Hospital 3 in 
France. Crawling forward upon his belly in the 
Belleau Wood engagement he was struck in the anus 
by a fragment of a “high explosive” shell. Some 
weeks later when he was brought to the base hos- 
pital on a litter, the anal outlet was occupied by a 
circular cicatrix and large scars extended there- 
from into each buttock; he kad no control of his 
bowel movements and was continuously lying in 
feces. In order to determine the possibility of a 
plastic restoration, I dissected away the anal scar 
and made a careful search for any remnants of 
sphincter muscle. No fiber of either sphincter was 
to be found and even the levator attachment at this 
site appeared to have suffered. Nor could an at- 
tempt be made to fashion a sphincter from the 
gluteal muscles, for these were absent on both sides 
in the neighborhood of the anus—either destroyed 
by the missile or sacrificed in the operation of dé- 
bridement. It seemed to me that to substitute an 
abdominal outlet (sigmoidostomy) would probably 
make the condition much less, rather than more 
tolerable; and I decided agairist any such surgical 
procedure until a trial had been made of securing 
control of the bowel movements by diet and train- 
ing. 
In spite of the limitations of a hospital mess in 
the war zone we found it possible to select such 
articles as, with the assistance at first of some 
opium, quickly reduced the number of evacuations 
and produced solid stools. Within a very short 
time this marine was able to resume his previous 
habit of defecating once daily at a fixed time, and 
this he did comfortably and cleanly in the toilet or 
latrine, and with no soiling in the intervals. When 
this status had been satisfactorily established he was 
sent back to the United States. He wrote to me 
recently from Chicago that he is “well and happy” 
and that he conducts his business as a traveling 
salesman with very little inconvenience from his 
sphincterless anus. 


II, A HELPFUL EXPEDIENT IN FISTULA OPERATIONS. 

One of the chief causes of failure after an oper- 
ation for fistula in ano lies in the failure to deal 
with some undetected portion of the fistulous tract. 
Especially when its wall is not thickened, a branch 
of the fistula may easily go unrecognized at opera- 
tion. Asa means of obviating this, I published ten 


or more years ago in the editorial columns of this 
JouRNAL the following “surgical suggestion” : 


Injection into a fistula in ano of a staini 
solution or a colored paste makes it possible — 
for the operator to assure himself that all 
branches of the tract have been explored. 


A year or two later the same procedure was de. 
scribed by a German surgeon as a_ contributed 
article in the Centralblatt fiir Chirurgie. Perhaps 
Hippocrates himself antedated both of us in em. 
ploying a device so obvious that it is surprising that 
surgeons do not more often make use of it. 

Almost any available staining solution (eg, 
methylene blue) or ink may be used, and with al- 
most any small syringe having a tip or attachment, 
preferably blunt-pointed, that can be pressed into 
or passed into the mouth of the fistula. A gauze 
compress held over that point prevents spattering 
of surplus or reflux stain. When no particle of 
colored tissue is left in the wound the surgeon may 
be sure that he has removel all of the tract, however 
branching. 

A fistula not too complicated may, in suitable 
cases, be completely excised without at any place 
cutting into it. Staining the tract with a dye lends 
certainty to the technic ; and the dissection is further 
aided by passing a probe into the tract, circum- 
cising the outlet and then clamping the probe to that 
site with an artery forceps. 

The dissection of sinuses and fistule elsewhere 
in the body is equally facilitated by thus staining 
them. When a cyst or other cavity lies at the bot- 
tom of the tract—and notably in the case of thyro-‘ 
glossal cysts—it is worth while to substitute for the 
staining solution a colored paste of petrolatum or, 
still better, paraffin which, hardening in and dis- 
tending the cyst, makes its nice dissection more 
simple and more certain. 


III, A TECHNIC OF HEMORRHOIDECTOMY. 

For several years I have been employing a technic 
in the removal of hemorrhoids and in the after- 
treatment that has been uniformly satisfactory. 
With the sphincter stretched and the piles prolapsed, 
each of these is seized with an Ochsner or other 
artery forceps. Beginning with the lowermost 
hemorrhoid, and usitig the attached forceps as 4 
handle to raise it, thé inferior third (more or less) 
of the hemorrhoid is cut away with a knife inei- 
sion from each side. Immediately the cut edges of 
mucous membrane are approximated with inter- 
rupted stitches of fine chromicized catgut which 
also pass through the exposed tissue. The ends of 
each stitch, in turn, are used as a tractor, to bring 
the cut edges into proper alignment, until the next 
stitch is tied in place; after which they are cut away. 
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Then the next third of the hemorrhoid is ampu- 
tated and the wound immediately closed. <A sec- 
ond forceps is now applied to the mucous mem- 
brane just beyond (above) the pile and the last 

rtion is removed. The artery, as cut, is caught 
and tied. Using the second forceps and the last 
applied stitch as tractors the final portion of the 
wound is closed. The same procedure follows with 
the other hemorrhoids, the number of successive 
cuts by which they are removed varying with theif 
size. 
When hemorrhoids are in contact or more or 
less “confluent,” forming an imperfect ring about 
the anus, I remove them by a modified Whitehead 
operation, employing the same technic of cutting 
and immediately sewing one segment after another, 
which assures accurate apposition of the cut edges, 
point for point. Here, however, the wound, in- 
stead of being in the axis of the bowel, is circum- 
ferential. There are always two or more areas in 
the circle where there is no actual hemorrhoid pre- 
senting. If two or three places in the anal ring are 
left uncut there will not follow, from this pro- 
cedure, that common sequel of the Whitehead op- 
eration—a stricturing cicatrix, which brought it in- 
to disrepute. 

At the conclusion of the hemorrhoid operation | 
often apply some compound tincture of benzoin 
(friars balsam), which forms a protecting film, 
much as collodion does on the skin, and stops any 
slight oozing. If I think it desirable to insert a 
tampon-canula or “whistle,” I use only a slender 
piece of tubing, with but a thin wrapping of gauze, 
and remove it the next day—otherwise, in my ex- 
perience, it tends to produce a troublesome edema. 


Deodorized tincture of opium is administered in 
ten minim doses twice daily for five and a half or 
six days. For the first three days the patient has 
only fluid diet—broths, soups, tea, coffee, but not 
milk. On the fourth and fifth day I allow milk in 
limited amounts, or custards, eggs, cereals, bread 
and butter. Usually on the fifth day the patient 
may be out of bed, in a chair or walking a little. 
On the sixth day meat, vegetables and some fruit 
are added to the diet. On the seventh day the 
bowels are moved with the patient recumbent, by 
means of two ounces of castor oil. 


If the diet is thus restricted there is no difficulty 
in confining the bowels for seven days or even 
longer, and the patient usually experiences no dis- 
comfort thereby. Delaying the defecation for a 
full week gives the wounds an opportunity to heal; 
and when accurately and completely sutured they 
do heal either per primam or so nearly so that they 


require no further local treatment. Both the 
cautery and the ligature operations produce sloughs 
which leave areas that must heal by granulation and 
thus often require continued treatment. Cutting 
and immediately suturing one segment after an- 
other not only secures perfect apposition of the 
wound edges but also promptly controls the bleed- 
ing at operation. 
151 CENTRAL Park WEsT. 


PAPILLITIS (HYPERTROPHIED ANAL 
PAPILLAE). 
SAMUEL GoopwiIn Gant, M.D., LL.D., 


New York Ciry. 


Hypertrophied or inflamed anal papillae are com- 
mon and though easy to diagnose are frequently 
overlooked or mistaken for another disease. 

Anal papillae are multiple, triangular, pointed 
dentations located upon the edges of crypts at the 
muco-cutaneous juncture, composed of stratified 
epithelium, connective tissue, ateriolé and nerve 
filament, and endowed with a special sense which 
when destroyed by operation ieaves the patient 
without warning upon the approach of feces. 

Normal papillae are scarcely visible, but enlarged 
inflamed papillae are easily brought into view with 
the anoscope or through eversion of the anus. 

These structures may become enlarged through 
traumatism, passage over them of irritating dis- 
charges and extension of inflammation from ad- 
jacent ano-rectal lesions. 

Hypertrophied papillae have a saw-tooth-like 
shape, pink base and whitish apex directed upwards, 
unless very large, when they assume variegated 
shapes and protrude during defecation; following 
which, owing to contained erectile tissue they retract 
producing crawling sensations. 

Papillitis is rarely encountered alone, being usu- 
ally associated with hemorrhoids, ulceration, fissure 
or some lesion accompanied by an acrid discharge. 

Symptoms :—Hypertrophied papillae may persist 
without manifestations, but when large they incite 
sphincteralgia, pruritus ani, desire to stool, tickling 
sensations, slight mucoid discharge, and they inten- 
sify constipation by causing sphincterismus. 

D1aGnosis :—Having elicited the above symptoms 
there should be no difficulty in diagnosing papillitis, 
because enlarged papillae are easily inspected 
through the anoscope, detected by digital examina- 
tion or brought into view by separating the anal 
margins. 

Hypertrophied papillae are occasionally mistaken 
for skin tabs, polyps and venereal warts, from 
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which they are distinguished by their reddish base, 
pointed extremity and hypersensitiveness. 

TREATMENT :——When papillitis is secondary to or 
associated with hemorrhoids, ulceration, fissure and 
other lesions the complicating disease must be cor- 
rected or recurrence follows. 

Acute manifestations of papillitis may be alle- 
viated by hot oil injections, application of heat over 
the anus and introduction of a suppository contain- 
ing morphin or cocain (gr. 4) and belladonna 
(gr. %) and ichthyol to allay sphincteralgia and 
reduce inflammation, a line of treatment that is in 
no way curative. 

Inflamed or enlarged papillae are easily and per- 
manently destroyed by crushing, fulguration or ex- 
cision after they have been anesthetized with a co- 
caine solution (%%) and brought into view with 
a tenaculum or forceps with or without an anoscope. 

I prefer to snip off enlarged papillae with scis- 
sors leaving the wounds to heal by granulation, or 
excise their distal segments following application 
of a ligature about their base. 

The operation requires but a moment, confines 
the patient to bed but a day and gives permanent 
relief. 

Ja aggravated cases divulsion or incision of the 
sphincter is advisable, and when post-defecatory 
pain is severe or wounds are hypersensitive appli- 
cation of the following ointment, applied externally 
and internally morning and night through a pile- 
pipe, keeps the patient comfortable: 

Hydrarg. chlor. mit., ext. belladonnae, aa 3ss, 
ungt. stramonii, q.s. ad 5j. Misce et fiat unguentum. 

Sig :—Apply as often as required. 
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TUBERCULOUS FIsTULA IN ANO. 


It is a perplexing question to determine whether 
a given fistula is tubercular or not and also to de- 
cide upon the proper treatment. There is a feeling 
of timidity about operating sometimes lest the 
wound in a tuberculous patient fail to heal. I op- 
erate upon tuberculous patients as willingly as on 
others if there is a chance of effecting a cure of 
the local trouble, because it relieves the patient of 
at least one source of waste and worry. A properly 
selected case will always heal under careful general 
and local treatment. Primary tuberculosis of the 
rectum occurs, although not commonly, and when 
it does the patient may be spared extension and a 
complete cure obtained by early removal just as 
in tubercular testicle—Cuartes J. Drueck in the 
Mississippi Valley Medical Journal. 


VACCINE TREATMENT FOR PRURITUS 
ANI. 
Possible Reasons for Failures with Stock Vaccine 
Treatment. 
Dwicut H. Murray, F.A.C.S., 
Syracuse, N. Y. 


It is now nine years since I read my first paper 
setting forth what I had proved to my own satis. 
faction to be the eitology of pruritus ani, one of the 
most stubborn diseases that we have to treat. 

My first papers when published, brought forth 
the usual crop of scoffers and unbelievers, but they 
were all numbered with those who had not investi- 
gated the truth or falsity of the claims. At least 
one prominent dermatologist said that it was the 
most foolish claim he had ever heard put forth, and 
that he had laid my reprint aside, intending to use 
it as a text for a paper on “Fakes in Medicine’— 
this without making an investigation. 

It has now been my satisfaction to see one aie 
another of those who at first did not credit the 
infection theory, acknowledge that it has been prov- 
en correct, and others found the infection in a 
greater per cent. of cases than I had published. 

After nine years of research, we find practically 
100 per cent. of the cases to be the result of the 
local infection. At the time of the discovery, treat- 
ment was, and always had been unsatisfactory. 
Many of the drugs in the pharmacopoeia and the 
extra-pharmacopoeia had been tried without suc- 
cess, the profession was baffled, the patients were 
discouraged and went from one doctor to another, 
chasing the igniis fatuus of relief without getting 
it, submitting to operations, with the same failure 
as to results in most cases, as had been my experi 
ence. 

After discovering the etiology, it seemed to be 
up to me to find a method of treatment that promise 
some measure of relief, and knowing that autogen- 
ous and stock vaccines were being used in chronic 
local infections with a measure of success, I had 
autogenous vaccine made for each of my first cases 


.and used the vaccine treatment experimentally. 


When the preliminary reports were made, it was 
noteworthy that they were very similar, the patients 
stated that the first changes noted were, longer in- 
terval between attacks of itching, and a lessened 
intensity when it did occur. They said further that 
a little rubbing or scratching of the parts relieved 
them, as happens on other parts of the body, with- 
out the intense desire to dig the skin until it was 
made sore and bleeding as had previously occurred. 

This made it appear that autogenous vaccine was 
giving relief, and the vaccine treatment has beef 


con 
my 
fess 
vel 
pro 
4 
hea 
chi 
to 
log 
x 
ye 
re 
fo 
pe 
a 
it 
h 
al 
Cc 
a 
\ 
‘ 
( 
P 


Vou. XXXIV. No. 2. 


Murray—Pruritus ANI. 


AMERICAN 27 
JovKNAL OF SURGERY. 


continued; first, because of the good results, and 
second, for the want of a better treatment. In all 
my papers on the subject, I have begged of the pro- 
fession that they take up some original work to de- 
velop a better plan along some other line, or an im- 
provement of the vaccine treatment and I would 
heartily welcome it. Benefit for the patient is my 
chief desire, and now that the etiology is established, 
it ought to be much easier than when guesswork as 
to etiology held the boards. 

I know the extreme difficulty of getting bacterio- 
logic work done in practically all of the smaller and 
many of the larger towns throughout the country, 
yet these sufferers are in every locality, and for this 
reason I experimented with stock vaccine, hoping 
for relief as with autogenous vaccine. I had ex- 
perimented with stock vaccine on my own patients 
a number of times with good effect, and felt that, if 
it could be made in commercial quantities, it might 
help many who could not get autogenous vaccine, 
and even if not more than 25 per cent. of cases were 
improved, it would be worth while, and a distinct 
advance over conditions then existing. 

Four years ago the biological department of a 
commercial firm took up some experimental work, 
and found the streptococcus infection in 100% of 
the cases. I took the matter of stock vaccine up 


with them and suggested a polyvalent vaccine from 


the strains of eight successfully treated cases. This 
was made at first of the strength of 2 billion dead 
germs to 1 c.c., made sterile by heat. My exper- 
tence led me to believe that heat lessened the 
efficiency, and I asked them to sterilize with trikre- 
sol, 1/3 of 1%, or phenol, % of 1%, and to make 
the vaccine of a strength of 3 billion to 1 c.c. 

I asked this because I believed we were getting 
better results with strong vaccine. I applied for a 
quantity for comparative testing but I received none 
until it was reported that they had discontinued 
making the stock vaccine, because of reports from 
fifty observers who had been testing it, that less 
than 90% of cases improved under its use, and they 
felt it unwise to market a vaccine that did not show 
90% of relief. I tried to get the reports of these 
collaborators, but received only four, therefore I 
cannot tell why all these observers did not get sat- 
isfactory results. 

I am exceedingly anxious that stock vaccine shall 
be successful, although I have never found it as 
effective. as autogenous vaccine, and have so pub- 
lished my experience. I have had good results with 
its use but not as good as with autogenous vaccine. 

I know that all cases are not successful with au- 
togenous vaccine and the principal reasons for these 
failures are, that in most instances too small doses 


are given, they are given too far apart, they are in- 
jected too deep into the muscle, they are not contin- 
ued long enough, the vaccine may be too weak, or 
there may be a complicating infection. The oper- 
ator may make the patient very skeptical at the 
outset of treatment by saying that “‘some one is 
writing about this treatment; it might be worth 
while to try it as an experiment; I know nothing 
about it, but will try the experiment if you want to 
take the chance.” On account of these remarks 
and past experiences the patient is skeptical before 
he starts, and if he does not note improvement 
within a half dozen treatments, or if he has a severe 
reaction that had not previously been explained, he 
is discouraged or scared and discontinues, forget- 
ting all the years he has had the trouble, and all the 
different remedies he has used without more than 
temporary result. 

Patients can take large doses of this vaccine. I 
often give 5 c.c. and sometimes 10 c.c. of a three 
billion vaccine, while some of the investigators re- 
port having used 1 c.c. of a three billion strength, 
and have given six of them ina month. No wonder 
they failed. Better never have started. Give 
large doses after you know how the patient can 
stand them. Don’t be afraid of them. I also think 
that some men treating pruritus ani with vaccine 
expect too much in too short a time. 

I have said in some of my past articles that a 
stock vaccine of streptococcus of other strains than 
streptococcus fecalis would do no good, yet I am 
still hearing of men who are trying it out. Do not 
do this, no good will come of it, and besides, it dis- 
credits the method unjustly. 

I have written several times that there may be a 
complicating infection by staphylococcus aureus 
albus, b. coli., in which event the patient may get 
some relief by the use of streptococcus fecalis vac- 
cine, but complete relief will not come until a vac- 
cine of the complicating bacteria is used. I have 
demonstrated this several times. One case of this 
type had been treated by another physician with 
autogenous streptococcus vaccine, experienced 
slight relief, but after a considerable number of 
doses, it was thought to be a failure. At a later 
time, he was sent to me, and I used both vaccines 
with prompt and lasting relief. It is now two years 
since his last treatment and he says that he has had 
almost no trouble since. When I first saw him, he 
had been troubled fifteen years, and had tried every 
remedy he heard of. 


I have mentioned several of these failures in my 
papers of past years, and have successfully treated 
them later. 
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When the patients have experienced no relief 


during the treatments and within a short time after 
discontinuing the treatments have had complete re- 
lief, this is explained by the probable fact that they 
remained in a negative phase with a continuous 
lowered phagocytic power during treatment, and 
when treatments were stopped, the positive phase 


_ came on with the increasing phagocytic power of 


the blood, and with it relief. One notable case, of 
several, of this type was Case 36, a woman who had 
pruritus ani and pruritus vulve for 45 years without 
relief before or during vaccine treatment. It was 
discovered improvement began in a few weeks, and 
she has now been six years with complete relief. 
Another reason for failure is when the physician 
has had no experience with vaccine treatment, he 
may be very timid about it, cannot reassure the 
patient, and thinks when relief does not come in 


four or five treatments that it is like all the other ° 


treatments that have never done any good, and he 
discontinues it before the patients have gotten fairly. 
under way. I give four of these reports herewith, 
two of which are general and two of which are in 
detail: 


New York City, May 16, 1919. 
My dear Dr. Murray: 

In answer to your letter of the 14th inst., would 
say that my experience with the stock vaccine of 
P. D. & Co. is confined entirely to two cases, one 
which I treated myself, and the other was treated 
under my direction by another physician. In both 
instances the results were good, but it was apparent 
to me that larger doses than of the autogenous were 
necessary. Although I was in favor of your get- 
ting out a stock vaccine, my belief today is that the 
results from autogenous are better. The fact that 
so much larger doses were necessary probably ex- 
plains why P. D. & Co. gave up the making of the 
stock vaccine—the medical men not being acquaint- 
ed with giving such large doses of vaccine of any 
kind. Sincerely yours, 


ANTHONY BASSLER. 


New York City, May 20, 1919. 
Dear Dr. Murray: 

Responding to your letter of recent date request- 
ing, in condensed form, an outline of my experience 
with the streptococcus fecalis vaccine, I would 
state, that my impression as to its value, is entirely 
favorable. That it is innocuous so far as by-effects 
are concerned, it being seldom that a reaction is ob- 
tained, even in a monster dosage. I have given as 
high as 70 c.c. Improvement is usually progres- 
sive, and, after an intensive course on a rising scale 
of dosage, is maintained by an occasional dose at 
long intervals. 

I find no difference in the results between the au- 
togenous and stock vaccines. 


Very truly yours, 
C. H. CHEetwoop. 


“Pruritus Ani (Stock Vaccine)” 
by W. O. Green, M.D., Louisville, Ky. 


Pruritus ani has long been regarded as a condi- 
tion of numerous and varied etiologic factors. 
Likewise its treatment has shown a long list of 
remedies, both local and constitutional, which have 
proven inore or less uncertain in value. A remedy 
which appears to show 66 2/3% efficiency should 
be gladly welcomed to our armentarium as a means 
of dealing with this too oft rebelious state. And, 
too, any remedy which opens a new field of useful- 
ness in pruritus ani will reach a class of people who 
may be numbered among the most grateful with 
whom we have to deal. 


In the following report of cases no attempt has 
been made to suggest the etiologic value of the 
streptococcus fecalis, which has been reported as 
present in more than 90% of the cases, though it 
would appear that some low grade of local infection 
plays an important part in the etiology. 


From the data obtainable, there were no unfavor- 
able results as sequellz to the injections, and in the 
absence of bacterial findings doses of from one and 
a half to three billion dead bacteria were given with- 
out hesitation. 


Case 1. Accountant. Single. Age 59. Fam- 
ily history good. Gives personal history of syphilis 
for which he has taken trips to Hot Springs and 
periodical courses of treatment for a number of 
years. 

Was first seen in 1899, presenting multiple fissure 
and stricture of large caliber, apparently in the 
formation stage. Following operation and a course 
of treatment the symptoms disappeared and for 
several years there was no trouble. 


In July, 1910, he applied again for treatment of 
an atrophic proctitis and mild pruritus. Relief 
followed a month’s treatment. Saw him again in 
January, 1914, this time for pruritus accompanying 
a mild attack of proctitis which yielded to treatment 
in a few weeks. In August, 1917, he presented him- 
self suffering with pruritus ani. There were at 
that time a number of small fissures about the anal 
orifice, together with a thickened brittle skin sur- 
rounding the anus. Occasionally the skin showed 
a slight watery discharge in connection with the 
periodical attacks of itching. Bowels slightly re- 
laxed and there had been digestive disturbance for 
several days. 

The first dose of pruritus ani vaccine, 4 c.c., was 
given August 28th, with a little change in the local 
condition. A second dose of 1 c.c. was given Sep- 
tember 3rd and followed by some reaction and im- 
provement. The third dose on the 11th of Septem- 
ber was followed bv complete relief. Another 
dose of 1 c.c. was given on the 24th, although there 
had been no itching. The patient was seen on Jan- 
uary 9th, and again in August, one year later, and 
he stated that there had been no pruritus since the 
third dose. 

A point of special interest will be found in no re- 
turn of the trouble after a year, in the face of a 
former atrophic proctitis following a general spe- 
cific condition. It is also noteworthy that the 
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pruritus at first appeared to be solely a complication 
of the other trouble. 


Case II. School teacher. Single. Age 34. 
Family and personal history good. 

Was operated upon four years ago for hemorr- 
hoids and fissure. The convalescence was slow, 
put finally the wound healed, leaving a narrow line 
of scar tissue on the posterior anal canal. 


She stated that for years there had been more or 
jess itching about the anal margin. While never 
very severe, the itching had been sufficient at times 
to give her much discomfort and inconvenience. It 
appeared several times a day, and barring the move- 
ment of the bowel there was no time or condition 
with which she associated the trouble. There was 
no local discharge, but a tendency to constipation 
and with the passage of a hard stool, the itching al- 
ways followed. There was very slight thickening 
and discoloration of the skin at the anal margin. 
The anus was small and with comparatively slight 
manipulation the skin became broken and occasion- 
ally bled. 


Diagnosis of uncomplicated pruritus was made, 
and the case seemed one favorable for vaccine. Ac- 
cordingly on September 10th, first dose of pruritus 
ani vaccine was given, 1 c.c. She complained that 
the vaccine made her very sore at the point of punc- 
ture and kept her generally depressed and uncom- 
fortable for 36 hours with no change in the itching. 
The second dose was given September 15th, (%4 
cc.) with no results, and on the 20th of September, 
a third dose of 1 c.c. was given with the same re- 
sults as the first dose. On the 25th and 30th of 
September. %4 c.c. doses were given with negative 
results. The dose was again increased to 1 c.c. on 
the 4th of October. This time with negative re- 
sults, after which the vaccine was discontinued. The 
patient returned about the first of the year, and had 
two more % c.c. doses with no apparent benefit. 
She was subsequently relieved by l«cal application 
of heat and a mixture of carbolic and salicylic acids 
and glycerine. It is of interest to note in this case, 
with practically no associated pathology, the nega- 
tive results after 8 doses of vaccine—an apparently 
favorable case for this form of treatment. - 


Case III. Mrs. X. Age 31. Housewife. Father 
operated upon for tuberculous kidney; family his- 
tory otherwise good. Patient had always been 
considered frail, though for the past years had 
gained much in weight. There was a difficult labor 
5 years before, followed by complete peineal rup- 
ture and septicemia. An unsuccessful perineorr- 
haphy was done by a surgeon in a neighboring city 
and again by a local surgeon. Later the appendix, 
one ovary, and the uterus were removed. 


From childhood there has been a tendency to 
periodical attacks of indigestion and in the summer 
attacks of diarrhea. After a hot bath there was 
usually much itching of the legs and the lower part 
of the back. Three months before consultation 
following an attack of indigestion there was pro- 
longed diarrhea accompanied by much straining 
and pain at stool, intense itching about the anus 
and extending over he perineum and vulva fol- 


lowed. The local itching was associated not only 
with the bowel movement but with physical exer- 
cise and sometimes was very intense at night. There 
was incontinence of feces and gas, the gas fre- 
quently coming from the vagina. Examination 
showed a small anal orifice and an atrophied relaxed 
sphincter. There was an ulcer with considerable 
loss of substance in the surrounding tissue at the 
anal orifice. A recto-vaginal fistula was found, ac- 
companied by an exceedingly sensitive rectum. The 
perineum was completely ruptured with great loss 
of substance on all torn surfaces. Vaginal tender- 
ness and leucorrhea were marked. On the right 
side of the anus anteriorally could be seen a large 
area of macerated skin, the location of the intense 
itching. The patient sought treatment on account 
of the pruritis. Cleansing douches and stearate 
of zinc dressings were ordered and diet regulated. 


Prurius ani vaccine was given January 8th, 18th, 
25th, and February 15th. First dose was %4 c.c. and 
1 c.c. on subsequent occasions. Slight reaction fol- 
lowed the first three doses, none in the last dose. 
Marked improvement after the first and second 
doses. Felt relief after the third dose, the relief 
also being manifest in the itching of the back and 
legs. Barring slight general itching once or twice 
since, there has been no return of the trouble. 


Two points stand out in this case,—first, in con- 
trast with case No. 2, this case looked unpromising 
at first for vaccines. And second, the final result 
suggests that the complicating pathology may have 
been coincidental or a contributing cause rather 
than an exciting cause. 


RECAPITULATION. 


1. Relief in 2 out of 3 cases, 66 2/3%. 

2. Stock vaccine used. 

3. Dose 1% to 3 cc., representing 144 to 3 bil- 
lion dead bacteria injected subcutaneously. 

4. In the lst and 3rd cases four doses given, in 
the 2nd eight doses. 

5. Reaction slight and no unfavorable results 
followed the larger doses. 

6. Leaky sphincter and local discharge did not 
prevent relief in case 3. 

7. Co-existing pathology, local and general, com- 
monly regarded as causative, may often be coinci- 
dental or contributory causes rather than exciting 
causes of pruritus. 

8. Co-existent pathology, even when extensive, 
should not offer a contra-indication to vaccine treat- 
ment. 

9. Further investigation is desirable. 


Philadelphia, Pa., May 8th, 1919. 
Dear Dr. Murray: 

Parke, Davis & Company have written to me 
that you would like to have a copy of the report 
on pruritus ani vaccine which I handed ‘them. I 
am, therefore, enclosing a copy, and wish to say 
that you can do anything you please with it,—criti- 
cise it, or me,—as far as you please. Like you, I 
am only l>oking for information, and I am not wor- 
ried about the method. 

Cordially yours, 
F. Martin. 
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Cases of Pruritus Ani, Treated by Injections of 
Streptococcus Fecalis (Murray ) 


By Dr. C. F. Martin. 


Case I. Mrs. T. E. L. 60 years. 1917—Aug. 
30, (began treatment), 1 billion S. F.; Aug. 31 
(next day), nauseated all day; itching worse at 
night; Sept. 4, (four days later), 1 billion S. F.; 
nauseated and drowsy; Sept. 13 (9 days later), % 
billion S. F.; Sept. 24 (11 days later), % billion S. 
F. Nauseated several days. Oct. 4 (10 days 
later) %4 billion S. F. Itching severe. Oct. 17 (13 
days later), 1 billion S. F.; Nov. 7 (21 days later), 
1 billion S. F.; Dec. 3 (26 days later), 134 billion 
S. F.; Dec. 21 (18 days later), 2 9/40 billion S. F. 
1918—April 1 (three months) 1 billion S. F.; April 
2 (next day), 1 billion S. F.; April 4 (2 days later), 
1% billion S. F. (Eleven doses). Has really made 
very little improvement. Has stopped all treatment 
at present, except local applications of 60% alcohol. 


Case II. Miss I. F. 24 years. 1917—Oct. 30 
(began treatment) 34 billion S. F.; Nov. 5 (six days 
later), 1 billion S. F.; Nov. 10 (five days later), 1 
billion S. F.; Nov. 16 (six days later), 1% billion 
S. F.; Nov. 22 (six days later), 1% billion S. F. No 
relief from itching or improvement in skin. Nov. 
27 (five days later), 1% billion S. F. Better. Dec. 
4 (seven days later), 2% billion S. F.; Dec. 10 (six 
days later), 2% billion S. F. Almost free from 
symptoms for four days. Dec. 18 (eight days 
later), 3 billion S. F. 1918—Jan. 2 (fifteen days 
later ), 234 billion S. F.; Jan. 11 (nine days later), 
3 billion S. F. Skin better, but itching worse in 
anus. Jan. 22 (eleven days later), 2% billion S. F.; 
Jan. 29 (seven days later), 3 billion S. F.; Feb. 8 
(ten days later), 2% billion S. F. Thought she had 
some malaise after last injection. Feb. 18 (seven 
days later), 3 billion S. F.; Mar. 1 (fourteen days 
later), 3 billion S. F.; Mar. 15 (fourteen days later) 
3 billion S. F.; Mar. 28 (thirteen days later), 3 bil- 
lion S. F.; April 10 (thirteen days later), 3 billion 
S. F.; April 30 (twenty days later), 4 billion S. F. 
(Twenty doses). This case is in very good condi- 
tion, but seemed to derive the most benefit from the 
removal of the skin from the anterior margin of 
the anus. 


Case III. G. E. D. 1918—Jan. 10 (began 
treatment), 3 billion S. F.; Jan. 17 (seven days 
later), 214 billion S. F.; Jan. 24 (seven days later), 
3 billion S. F.; Feb. 7 (thirteen days later), 3 billion 
S. F.: Feb. 21 (fourteen days later), 3 billion S. F.; 
Mar. 1 (eight days later), 3 billion S. F.; Mar. 7 
(six days later), 3 billion S. F.; Mar. 14 (seven 
days later), 334 billion S. F.: April 4 (twenty-one 
days later), 4 billion S. F. More itching last week. 
April 11 (seven days later), 3% billion S. F. April 
25 (fourteen days later), 4 billion S. F.; May 9 
(fifteen days later), 4 billion S. F.; May 16 (seven 
days later), 3 billion S. F. (Thirteen doses). Very 
slight improvement.. Seems to get more benefit 
from local treatment. Stopped vaccine. 


Case IV. E. E. H. 54 years. 1918—Jan. 25 
(began treatment), 1% billion S. F.; Feb. 2 (eight 
days later), 3 billion S. F.; Feb. 15 (thirteen days 
later), 3 billion S. F.; Feb. 22 (seven days later), 3 


billion S. F.; Mar. 1 (seven days later), 3 billion 
S. F.; Mar. 8 (seven days later), 3 billion S. F.; 
Mar. 18 (ten days later), 3% billion S. F.; April 
5 (seventeen days later), 4 billion S. F.; April 11 
(six days later), 3 billion S. F.; April 25 (fourteen 
days later), 4 billion S. F.; May 3 (eight days 
later), 3% billion S. F.; May 13 (ten days later), 
4 billion S. F. (Twelve doses). Stopped vaccine, 
as Mr. Harrison says they have no effect. Is get- 
ting better results from local treatment. 


Cas—E V. W. A. 45 years. 1918—April 8 (be- 
gan treatment), 2 billion S. F.; April 22 (fourteen 
days later), 2% billion S. F.; April 29 (seven days 
later), 4 billion S. F. Disappeared from sight. 

Case VI. E. S. E. 51 years. 1917—Nov. 9 
(began treatment, 4/5 billion S. F.; Nov. 21 (eleven 
days later), 4/5 billion S. F. (Two doses). 
Stopped treatment and later told me that 3 x-ray 
treatments cured him. 


Case VII. Rev. J. F. ON. 51 years. 1918— 
Jan. 19 (began treatment), 1 billion S. F.; Jan. 17 
(seven days later), 2% billion S. F. (Two doses). 
Stopped treatment. No better. 


Case VIII. Dr. W. H. M. 36 years. 1917— 
Dec. 1 (began treatment), 2% billion S. F.; Dec. 
17 (ten days later) 3 billion S. F.; Dec. 24 (seven 
days later), 314 billion S. F... 1918—Jan. 4 (eleven 
days later), 3 billion S. F.; Jan. 9 (five days later), 
3 billion S. F.; Jan. 22 (thirteen days later), 3 bil- 
lion S. F.; Jan. 29 (seven days later), 3 billion S.F.; 


‘Feb. 18 (twenty-one days later) 3 billion S. F. 


(Eight doses). Thinks that the serum may have 
had some effect, but is not enthusiastic. (The skin 
is really much improved. ) 


CasEIX. W.F. 39 years. 1918—Jan. 17 (be- 
gan treatment), 114 billion S. F.; Jan. 28 (eleven 
days later), 3 billion S. F.; Feb. 4 (seven days 
later), 3 billion S. F. (Three doses). Stopped 
treatment, and has consulted several physicians 
since. 

Case X. Dr. S. D. T. 42 years. 1918—Feb. 
4 (began treatment), 3 billion S. F. (One dose). 
About this time began taking daily doses of mixed 
vaccines for a cold. The pruritus promptly disap- 
peared: 


Drs. Bassler, Chetwood, and Green’s reports are 
distinctly favorable to the use of stock vaccine. 
Case 3 in Dr. Green’s series is exceedingly inter- 
esting and gives further proof of my claim, already 
published, that other rectal disease with itching plus 
skin infection by streptococcus fecalis is a coinci- 
dence, and the itching will not be benefited by oper- 
ative precedure. 

In Dr. Martin’s series of ten cases, several rea- 
sons suggest themselves to me as to why improve- 
ment was not made. Case 1—Ten doses, then a 
three months’ interval, followed by three other 
doses that were too small. Note the interval of 
days between doses, and the size of doses, 2% bil- 
lion the largest; nothing but failure could be ex- 
pected. Case 2 was treated more regularly, and 
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with larger doses, but the case should have been 
treated more aggressively with increasing doses, 
and for a longer time in order that real improve- 
ment should have resulted. Case 3—about the same 
criticism as for Case 2. Case 4—the same criticism 
as for No. 2 and No. 3. All the other cases could 
not expect any beneficial results on account of ir- 
regularity, too long intervals between treatments, 
too few treatments; the size of the initial doses was 
all right but they should have been increased. I 
tell my patients not to expect benefit in any event 
until about the seventh treatment. Usually at 
about that time they report a lessened intensity of 
the itching and longer intervals between attacks. 


One thing that stands out prominently in these re- 
ports and in all of my own work is that the use of 
this vaccine is inocous so far as by-effects are con- 
cerned, and one physician says he has given as high 
as 70 c.c., that improvement is usually progressive, 
and, after an intensive course on a rising scale of 
dosage, is maintained by an occasional dose at long 
intervals, and he finds no difference in results be- 
tween the autogenous and the stock vaccines. 

PERMANENCE OF RELIEF.—I have tried to make 
it plain in former papers that permanent relief can- 
not be promised to any patient whether autogenous 
or stock vaccine is used, so long as we do not know 
what it is that first lowers the phagocytic power of 
the blood against these bacteria. If this original 
cause of the lowered resistance still remains with 
the patient the relief will not be permanent. 

So far as I know, vaccine treatment is the only 
method yet used that does raise the phagocytic 
power of the blood against these bacteria and it is 
found by blood test that itching ceases as the re- 
sisting power comes nearer to par, and when the 
phagocytic power is at par, the patients have no 
itching. 

Operations and local treatments so far as we 
know, do not raise this resisting power in any 
degree, which accounts for the very temporary re- 
lief resulting from their use. It is therefore my 
opinion that we must continue with the vaccine 
treatment because it furnishes the best and most 
permanent relief yet found. 

CONCLUSIONS. 

1. Stock streptococcus fecalis vaccine is not quite 
as efficacious as autogenous vaccine. 

2. Failure to get relief is possibly the fault of the 
operator or because of a complicating infection, and 
should have further bacteriological investigation. 

3. Large doses are inocous so far as by-effects 
are concerned. 

4. lt is a mistake to fill the mind of the patient 


with doubt as to the efficacy of the treatment or the 
ability of the physician in charge even es he 
has had little or no experience. 

5. Correction by operation of local disease pres- 
ent with pruritus ani will not relieve the itching 
when an infection of the skin is present. 

6. The presence of local disease with pruritus ani 
is coincident. 

7. Stock vaccine should be made and supplied to — 
the profession with the understanding that relief is 
not promised in any sense, but is expected. 

8. Investigation and failures are good things and 
beget our earnest and careful efforts to find the 
truth. 

9. Neither an investigator nor his work can be 
considered the last word, for which reason we 
should all work together without bias to the end 
that the best results of treatment may be found for 
these unfortunate sufferers. 


201 PuysicrtAns’ 


TREATMENT OF PROTOZOAN INTEs- 
TINAL INFECTIONS. 


Joun L. Jevxs, M.D., F.A.C.S., 


MEMPHIS, TENN. 


It would seem egotistical for one to assume the 
role of teacher, in a matter so important and varied 
as protozoan intestinal infections, but it is nur so 
much the idea of the writer to give the treatment 
of a disease or the panacea for each of a series or 
protozoan infections, as it is to display some af his 
iconoclastic views concerning some, thought-to-be 
infallible remedies. Hence this contribution. 

For more than twenty years I have seen from 
one hundred to five hundred of these infections 
annually; and my most conscientious duty has al- 
ways been to consider the earliest complete cure 
of the disease with removal of its cause. I, there- 
fore, have sought knowledge of other men with, 
in many instances, a reminder that, “Hope springs 
eternal in the human breast. Man never is but 
always is to be blessed.” 


My reference to protozoan infections should be 
to those with which I am constantly dealing, and 
not with a long list, some of which I have no 
knowledge of, and I shall consider first, the ameba 
infection, because that is perhaps the most preva- 
lent in the South at this time. This infection is 
primarily an intestinal one, but this period of its 
exterior activity is quite limited. 

The entrance is by the mouth, and probably al- 
ways of the cyst rather than of the organism in 
the hystlytica, or the tetragena cycle. The gastric 


— 
yn 
. 
il 
AY 
yS 
ake 
e, 
t- 
n 
= 
i 
9 
n 
7 
« 


32 AMERICAN 


JouRNAL OF SURGERY. 


INFECTIONS. 


FEeBRuary, 1920, 


juices would probably kill the active, young, free 
ameba, unless ingested in large numbers in a so- 
lution which would remain neutral in gastric 
transit. 

These cysts rupture in the gut, and the young 
amebac find lodgment at some pocketing fold of 
the intestine, such as the cecum, appendix, hepatic 
or splenic curves, or on the rectal valves, and very 
soon they penetrate to the submucus structures of 
the gut wall, into the lymph spaces and channels, 
and even the veins, when they can no longer be con- 
sidered an external or local infection. Any treat- 
ment, therefore, which has for its sole object the 
destruction of an external or gut infection, falls 
far short of the ideal. As long as this is not con- 
sidered a patent fact, the treatment must be mis- 
leading and disappointing. 

These are important facts relating to the life 
cycles of the ameba dysenterica. First, the hystolitic 
and tetragena cycles are limited, whereas the cyst 
stages are varied. Second, symbiosis seems neces- 
sary in each. 


The pathogenic ameba is a phagocyte, subsisting 
upon his host, and not upon his symbiotic bacteria, 
or the mixture contained in the gut. 

The infective organism is both external to and 
internal to the body tissues, hence must be at- 
tacked from within and without. 


Symptoms are valuable when they are present, 
but the absence of symptoms affords opportunities 
for this and other protozoan infections to cause 
irreparable damage. 


I have seen cases of extreme secondary anemia 
and emaciation due to chronic amebiasis, in which 
ulcers and old scars were numerous, yet only al- 
ternating mucous diarrhea and constipation were 
complained of. I have operated upon amebic ab- 
scesses of the liver, in patients who denied ever 
having suffered diarrhea. So we must conclude 
whatever treatment may have been pursued, or 
whatever period of time since the lapse of symp- 
toms, a definite knowledge of results can not be ob- 
tained except by repeated proctosigmoidoscopy, and 
microsopic examinations for both the active and 
phagocytic ameba, and the stained specimen for 
cysts. These examinations must be preceded by 
diet containing carbohydrates and other foods, such 
as ham, which raise the bacterial and bacillary flora, 
and finally a saline cathartic in sufficient doses to 
liquify the bowel contents. This course is equally 
important in the examinations made for flagellate 
infections, which latter inhabit the small gut, and 
must be washed down into the large intestine in 
large numbers, as they will be by Epsom salts. 


I find very many cases of amebic infection that 
have been reported as cured, most of them by med- 
ical treatment, some by both medical and surgical 


treatment. Some have been dismissed only a short. 


while before I see them, others months and even 
years before. 

One patient who contracted amebiasis in -the 
Philippines had been “cured by the ipecac treat- 
ment.” After returning to the States he “was 
cured” by appendicostomy and irrigations for some 
weeks with quinine solution. This latter having 
been so successful, a second operation was per- 
formed to close and drop the gut. When he was 
referred to me the ulcerations were extensive, deep 
and ragged. The gut was somewhat stenosed by 
cicatrization of old ulcers. Scrapings from the ul- 
cers showed vast numbers of pathogenic aebae, each 
of which contained from one to a dozen red blood 
corpuscles. | 

He was anemic and wholly incapacitated for any 
duties. He refused to repeat the process of cecos- 
tomy and trans-colonic irrigations, but, I under- 
stood, took the emetine and other treatments at 
intervals during the last two years. His last treat- 
ments were in the General Hospital, where intes- 


‘ tinal perforations and peritonitis resulted in death. 


Autopsy showed also multiple abscesses in the liver. 

Here I pause to express my regret that good 
men, those who have held the ears of their profes- 
sional brothers far and near, have not considered 
well the dangerous effects of their glowing descrip- 
tions of wonderful cures of amebiases. This in- 
fection is so destructive, so really difficult to erad- 
icate, so menacing to others with whom a carrier 1s 
associated in the rural districts during the summer, 
so insidious and so deceptive, it is a sad mistake 
to pronounce a case “cured” when the infection 
still exists. Yet presidents and chairmen of sec- 
tions in medical associations; men of national ac- 
quaintance and distinction, have not weighed this 
mistake as I have. 

I have not told any one for years that I knew 
him to be entirely free of an ameba cyst, which 
might at some future time set at liberty four young 
ameba and thus by propagation destroy him, or 
through the careless disposition of excrements 
menace the health and life of another. 

Dare not one of these allege my failure to give 
emetine in sufficient dosage and length of time; 
for I have some control cases who have taken from 
one to two grains daily until they were sore in all 


their limbs, and pity persuaded me to desist for — 


only a few days and then to resume treatment. Yet 
after a short while either motile parasites of cysts 
would be found. 
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In some of these cases I have supplemented the 
emetine with alcresta tablets of ipecac, bismuth sub- 
nitrate, benzyl] benzoate, zinc-sulpho-carbolate, and 
others. 

It is my humble opinion that the symptom 
“dysentery” is promptly relieved in some cases of 
amebic infection by a few doses of emetine. Also 
that ulcerations heal rapidly, in some cases, almost 
as if touched by magic. But ameba infection is 
seldom, if ever, cured by the ipecac treatment in 
any form. I advocate its use, and use it in most 
cases that I treat, but I confess I dread and hate 
this enemy of man so that I have in an almost 
routine way, turned loose ali guns on him. 

These cases are never dismissed except with the 
injunction that they should report at intervals, or 
upon the appearance of symptoms, to some one 
capable and willing to use the time and the means 
I use, to tell them what their conditions are. 

The general health and hygienic conditions are 
of prime importance in treating protozoan infec- 
tions. Teeth and tonsils are sometimes found to be 
sources of infection, which impair the general 
health and resistance of the patient, and may add a 
mixture of infection to the gut. 


Frequent tepid water bathing at least affords to 
the patient a sense of well-being. The physician 
has a poor chance in the treatment of protozoan 
intestinal affection if the patient’s body, the living 
quarters and the environment are unsanitary. The 
possible source of a primary infection may yet ex- 
ist in or about that home, and must be eliminated, 
or put under control to prevent re-infection. 

Prevention has been my great aim in relation to 
protozoan infections. 

Diet is an essential in protozoan intestinal in- 
fections. The diet that increases putrefactive 
changes, or that furnishes a favorable menstruum 
for the growth of either the organism or its sym- 
biotic bacteria must be interdicted. A diet rich in 
vitamins, one leaving the least residue, and one 
free of carbohydrates is best. Albumens, pasteur- 
ized sweet milk, Bulgarian miik, Kumyss, whey, 
strained bean soup, cream, [ruit juices, gluten 
bread and broths of fowls, are the selected diets in 
my cases. | 

Laxatives are as essential in diarrhea and dysen- 
tery as any other medicine. Especially is this true 
in all protozoan infections. Uiless adynamia ex- 
ists in a marked degree, a free saline catharsis 
washed from the tissues and the intestinal canal the 
greatest number of organisms, and relieves the mu- 
cous membrane congestion. Also when aromatic 
sulphuric acid is added to the magnesium sulphate 


the results are analgesic and astringent, and the 
intestinal content becomes an unfavorable field for 
growth of parasitic or bacterial life. 

Water can readily be replaced in the tissues when 
the torminia incident to the offending mucus and 
infective content and the mucous membrane con- 
gestion is relieved. If salines are contra-indicated 
castor oil and mineral oil in often repeated doses 
may be given. 

Many conditions are prone to arise in the course 
of these infections which must be met as they arise. 
In some, gastric irritability may require lavage and 
instillation of chlorotone. Gastro-intestinal spasm 
can usually be controlled by chlorotone or benzyl 
benzoate, but these may be supplemented by minute 
doses of opium, atrophine and hyoscyamus, mor- 
phine and atrophine. The two latter are required in 
some cases to control excessive osmosis indirectly. 
The ice bag is of great value in acute and violent 
cases. 

When the intestines are prepared thus for the 
reception of .so-called parastitic medication the 
treatment is simplified, and may be classified as: 
first, internal; second, external. 


The internal or systemic remedies are emetine, 
iodine, zinc phenal-sulphurate, copper, phenol-sul- 
phonate, ichthyol, vaccines in accompanying 
bacillemia and bacteremia, etc. 

The external or intestinal treatments are both 
medical and surgical. The medical treatments are 
thyol, bismuth, subnitrate, in one or two drachm 
doses of the latter, followed in thirty minutes by 
10 grain doses of phenol-methyl-formate in salol- 
coated capsules, ipecac and emetine, which latter, 
however, seems valueless in the flagellate diarrheas. 
Colonic irrigations by means of the Jelks recurrent 
colon tube with solutions of thymol, formaldehyde, 
boric acid, phenol-sulphonate of copper, iodine, 
ichthyol, quinine, olive oil, kerosene oil and as- 
tringents. 

If the appendix has become infected by either 
of the protozoan infections all treatments, either 
internal or external, will be of no avail in the eradi- 
cation of the infection until the appendix is re- 
moved. Only this week I removed an appendix in 
an amebic case, in which all the medical treatment 
above enumerated had been administered. The 
cecum was found situated extra-peritoneal ; the ap- 
pendix coursing downward and inward, behind the 
bladder, with abscess formation at its perforated 
tip. 

Such appendices constantly reinfect the colon, 
and make it impossible to cure the case. In such 
cases appendico-cecostomy and irrigations for at 
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least one year is the advice that I give. The same 
solutions as mentioned above and the same internal 
and ‘intestinal medication as previous mentioned 
are likewise persisted in, with rigid advice that the 
patient’s apparent perfect health and sense of well- 
being can not justify him in the assumption of in- 
difference. 


THE DIAGNOSIS OF ANORECTAL 
DISEASES. 


Aurrep J. ZoseL, M.D., F.A.CS., 


Chief of Department of Rectal Surgery, San Francisco 
Polyclinic and Post-graduate School; Lecturer on 
Proctology, Leland Stanford, Jr., University, 


San Francisco, Cauir. 


It is a truism among physicians that most of their 
patients having anorectal symptoms, and coming 
to. them for treatment, have already self-diagnosed 
their trouble as “‘piles.” It is regrettable that too 
frequently the patient’s idea as to what ails him, 
is accepted by some of them without further ques- 
tioning, and without thought of any necessity for 
examination. A prescription is given for an oint- 
ment or suppositories for the supposed condition, 
without any further care being taken to ascertain 
what the real one might be. Later on, as the pa- 
tient fails to improve, or becomes worse, another 
physician may be consulted, who, being more care- 
ful and painstaking than the first, makes a thor- 


toms complained of are not caused by hemorrhoids, 
but by an entirely different lesion—at times, un- 
fortunately, by a malignant growth. Such unneces- 
sary, humiliating, and vital errors can be avoided 
if a careful routine examination of the anorectal 
region be always made whenever there is complaint 
of any symptom referable to these parts. 

Pain, bleeding, itching, protusion, the discharge 
of pus or mucus, constipation and diarrhoea are the 
principal symptoms complained of by those having 
anorectal trouble. One or more of these symp- 
toms engage the patient’s attention, and finally 
urges him to seek relief. The medical advisor’s 
duty is then, first of all, to seek the cause. If 
found, he is put in the best position to supply the 
correct remedy. 

Pain :—Uncomplicated internal hemorrhoids 
rarely give rise to pain. There are many indi- 
viduals in whom they have been present for years 
in quite a well-developed form, without their being 
in any way aware of their presence. Others, with 
the same condition, may experience only a sense 
of fulness and discomfort in the rectum. How- 
ever, when the hemorrhoids become inflamed, ul- 


ough examination, and perhaps finds that the symp- 


noticeable after exercise, and at night. 


cerated, or strangulated, pain then becomes a pre- 
dominating symptom. 

Cutaneous hemorrhoids are painful only when 
they are inflamed by irritation or by infection. _ 

External thrombotic hemorrhoids—those so fre- 
quently caused by straining efforts at stool, or by 
strenuous play at golf, as I have several times 
observed—are always quite painful and most an- 
noying. Although the diagnosis is readily made 
upon inspection of the parts, yet we frequently 
meet individuals whose pain has been aggravated 
by ineffectual attempts at replacement of supposedly 
prolapsed internal piles. : 

One of theemost common causes of anal pain is 
fissure of the anus. This iesion is usually single, 
and situated in either the posterior or the anterior 
anal commissure. When there are multiple fissures, 
thought should be taken of lues. The true anal 
fissure is also to be differentiated from the fine 
linear cracks often observed in the mucocutaneous 
tissues bordering the canal. The latter generally 
cause itching more than they do pain. The pain 
of fissure varies from a dull ache to such intense 
distress that the sufferer becomes worn out by its 
exactions. It is worse during and especially after 
bowel movement, lasting usually for several hours 
thereafter. 


It is this pain, when they themselves are the suf- 
ferer, which most frequently urges my colleagues 
to call upon me for relief. They invariably ex- 
press the fear that it may be caused by a cancer. 
It has given me a great deal of pleasure to watch 
their anxious faces light up after I had dispelled 
that dark cloud of dread from their minds by the 
positive assurance, after an examination, that an 
anal fissure, and not a rectal cancer, was the reason 
of their pain. 


In young children, and also even in infants, a 
fissure is not an uncommon causative factor in the 
production of considerable pain. It should be 
sought for whenever there is no apparent reason 
for long-continued crying. 

In the early stages of rectal cancer, pain is usu 
ally absent. The disease may go on to even com- 
plete obstruction of the bowel—that is when it is 
located in the ampulla, or in the upper third of 
the organ—without causing more ihan an indefinite 
sense of uneasiness in the parts. Should such a 
growth become ulcerated, then pain commences, not 
necessarily acute, but dull aad heavy, and more 
On the 
other hand, when the anal region, which is especi- 
ally endowed with sensory nerves, is involved, there 
is early and constant acute pain, to which often 
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is added most disagreeable heavy bearing-down 
sensations. 


It may here be urged that whenever there is 


rectal pain the possibility of cancer should be ruled. 


out. First of all a digital examination should be 
made. This tells as much, if not more, than the 
proctoscopic examination which follows. 


In some individuals hypertrophied anal papillae 
give rise to most annoying crawling sensations, 
which to them is far more unbearable than would 
be definite pain. 


Another common cause with severe anal pain 
—and one often overlooked—is inflammation and 
ulceration of a crypt of Morgagni. From the suf- 
ferer’s description of his symptoms one would ex- 
pect to find a fissure, inasmuch as the pain is very 
like that from such a lesion, with the exception 
that it is likely to be more continuous. If no fis- 
sure be found, each separate crypt should be care- 
fully explored. When the search reveals the one 
affected, the examiner will be gratified to have his 
diagnosis confirmed by the patient exclaiming, 
“That’s it! That is where I have my pain!” 

Pain seldom occurs with a complete fistula unless 
the external opening closes, thus allowing sinus to 
become distended with pus. Sometimes, when least 
suspected, an internal blind fistula may be found 
to be the hidden cause of pain. 


An abscess about the margin of the anus, in a 
crypt of Morgagni, or under the mucose of the 


upper border of the internal sphincter muscle, has— 


often led patients to suppose that they had merely 
“an attack of painful piles.” Even a beginning 
ischiorectal abscess has been so self-diagnosed. . It 
hardly needs to be pointed out how vital it is that 
the exact nature of the trouble be quickly dis- 
covered, for it is only through prompt surgical 
measures that relief is secured, whereas from neg- 
lect there may be a resultant fistula. 


Pain of a most distressing nature, being accom- 
panied by continual tenesmus, may be caused by a 
foreign body impacted in the anal canal, or im- 
bedded in the anal mucosa. The prompt relief to 
the sufferer which comes after a piece of chicken 
bone, a toothbrush bristle, or a sharp fragment 
from the core of an apple, etc., is removed, com- 
pensates one well for the time and care taken in 
the examination. A fecal impaction is another 
foreign body causing symptoms similar to the fore- 
going. It is surprising how often its presence re- 
mains undiscovered, even by otherwise good sur- 
geons, simply because they have failed to make a 
digital examination of the rectum. 

In acute proctitis there occurs spasmodic con- 


tractures of the anal sphincters, together with bear- 
ing-down feelings, which are so closely allied to 
sensations of pain, that they may truly be described 
as such. These symptoms are likewise present 
whenever the internal variety of hemorrhoids be- 
come inflamed and ulcerated. 

Intense pain, sometimes steady, and at others 


darting in character, is a concomitant of rectal 


neuralgia, the rectal crises of tabes, and the rectal 
aura of epilepsy. While in my own experience 
these are rarely encountered, it behooves one to 
remember them as possible causes of very severe 
rectal pain whenever, upon examination of the 
anus, rectum and sigmoid, no disorder can be dis- 
covered. Likewise it should be borne in mind that 
rectal pain may possibly be but a reflex from dis- 
ease in other organs—in most instances the geni- 
to-urinary organs, in either sex. 

HEMORRHAGE :—“Bleeding from the rectum” is 
the one symptom complained of by those coming 
with “piles,” which is noted more times than any 
other in the history records in both my service at 
the San Francisco Polyclinic, and in my private 
practice. There is a history of bleeding on and 
off for sometimes a year or more. Usually no ef- 
fort has been made to find out its cause. 

It might be said in passing that in most instances 
the hemorrhage will be found to come from con- 
gested and eroded internal hemorrhoids, yet, when 
it is remembered that it might be the first warning 
signal of the presence of a malignant growth—ap- 
pearing perhaps as only a reddish stain of a slight 
mucous discharge—then it can be understood why 
this symptom, above all others mentioned in this 
paper, is the one especially deserving of the closest 
scrutiny and promptest attention on the part of 
both patient and physician. | 

The amount of blood which the patient claims is 
lost is not always to be taken at his own estimate, 
for only few individuals are sufficiently careful ob- 
servers to be able to state it accurately. As a 
rule more is thought to have heen lost than really 
is. It is often the reddening in the lavatory bowl 
by a sl'ght bleeding which gives the idea that there 
has been a profuse hemorrhage. 

Bright red blood usually comes from somewhere 
fairly low down in the réctum, or from the anal 
canal. When the bloody discharge is dark in color, 
contains clots, or is tarry in appearance with a 
characteristically foul odor, it generally has its 
source in a lesion located higher up in the bowel, 
in an area with which the internist or abdominal 
surgeon is more concerned than is the proctologist. 

Bleeding from internal hemorrhoids at times may 
be constant and even very profuse, especially when 
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they are chronically prolapsed. The same may be 
said of varicosities situated high up in the rectum, 
when they rupture. Both quite frequently cause 
a severe anemia, the reason for which often re- 


mains unsuspected until a proctoscopic examination — 


discloses the trouble. 

There is rarely any bleeding from external 
thrombotic hemorrhoids, but on several occasions 
I have seen cases where the stretched skin had 
broken, the clot had been only partially extruded, 
keeping the vein open, and thus allowing a small 
but steady stream to trickle out on to the clothing. 

When children bleed at the rectum, parents seem 

to bring them quicker to their physician than they 
do for any other rectal symptom, except that of 
protrusion. In children bleeding is rarely due to 
hemorrhoids, It is far more apt to come from a 
solitary, polypoid, pedunculated adenoma, which 
bleeds easily and is usually attached to the pos- 
terior wall of the lower end of the rectum, just 
above the internal anal sphincter. 
‘In ‘small children, especially in those badly con- 
‘stipated, when a fissure exists, a drop or two of 
blood may be squeezed out at the time of defeca- 
tion. When there are multiple fissures—early evi- 
dence of hereditary lues—the bleeding is freer, not 
enly during but also between the times of bowel 
movement. 

In both adults and children quite severe hemorr- 
hages may take place from multiple polypi of the 
bowel wall, and from the hemorrhagic and the 
amebic forms of colitis. 

Considerable oozing of blood occurs when a 
chronically prolapsed rectum has been long trau- 
matized by friction against the clothing. 

Fine linear cracks in the tissues immediately 
surrounding the anal orifice, and simple fissures, do 
not bleed as a rule, unless scraped by hardened 
feces at defecation. They then may bleed suf- 
ficiently to well stain the detergent toilet paper, and 
so arouse the patient’s fears. 

Other causes for rectal bleeding may be injuri- 
ous to the anal or rectal mucosa, the result of the 
passage of excessively hard Jarge fecal masses, or 
of sharp irregularly-shaped foreign bodies,. or 
caused by improperly directed or roughly inserted 
syringe tips, rectal thermometers, and examining 
instruments. 

ItcH1NG:—This most annoying, distracting, and 
it may be added, persistent symptom, oft times re- 


quires all the examiner’s patience, skill and experi- 


ence in the effort to discover the causative factor. 
Sometimes the itching sensation may be found due 
to purely external causes, such as a dermatitis, 


eczema, herpes, pediculi, parasites, etc.; at other 
times it is a concomitant symptom of some constitu- 
tional trouble, as diabetes, etc.; while at still other 
times it may be but a reflex from disease in other 
parts, particularly in the genito-urinary organs. 

A number of anorectal lesions give rise to pruri- 
ts and in greater or lesser degree. Fissure of the 
anus, shallow ulcerations in the proctodeum, 
abraded internal hemorrhoids, small thrombi under 
the mucosa of the anal canal, subacute proctitis— 
often the result of dyschezia, and not infrequently 
the result of prolonged or rough massage of the 
prostate gland—catarrhal colitis, rectal growths, 
particularly in the lower rectum, hypertrophied 
papillas, disease of the crypts of Morgagni, small 
blind fistulas, etc., have all been accused of being 
the sole causative factor by different observers. In- 
fection of the perinal skin by the streptococcus 
fecalis also has been claimed as a most important 
agent in the production of anal pruritus. 


A mere inspection of the perianal skin, which is 
too often done, even by those specializing in der- 
matology, is not in itself sufficient to establish the 
diagnosis of the causation. A careful proctoscopic 
examination is just as imperatively needed, as it is 
for the other symptoms above-mentioned. 

ProtRusions :—To the laity any protusion from 
or about the anus is simply “piles.” From some 
cases seen by me, it seems that there are not a few 
in the medical profession who evidently think the 
same, for they apparently have taken the patient’s 
statement of his condition at face value, and pre- 
scribed treatment without making an attempt at 
examination. At different times the supposed 
hemorrhoids have turned out to be a prolapse of 
the rectum, a marginal abscess, an anus bulging 
from fecal impaction, a foreign body, condylomata, 
an epithelioma of the anus, a simple thrombotic 
pile, a swollen cutaneous tag, a small sentinal 
“pile,” (which to the initiated betrays the fissure), 
or a pedunculated growth. 


An interesting story—and one conveying a valu- 
able lesson—of an incident that occurred in the 
ampitheater of a well-attended clinic in one of the 
principal medical centers of the country, may here 
be related. An old man was brought in complain- 
ing of piles which protruded very much at time of 
defecation. Without making a preliminary exam- 
ination—such as he had always urged upon his 
classes to do—the clinician instructed the old man 
to squat over a bucket in the nearby corner of the 
room, and to bear down hard. The poor fellow did 
this, at the same. time accompanying his violent 


‘straining efforts with considerable audible grunt- 
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ings—all of which afforded much amusement to 
both students and clinician. After a time the pa- 
tient said the protrusion was out, so he was told 
to get up on the examining table. When a large, 
nodulated and pedunculated adenoma, about the 
size of a closed fist, was exposed to view, the look 
of sympathy on the face of the class, and the ex- 
pression of astonishment and chagrin on that of 
the teacher, surely must have amply compensated 
the old fellow for all the fun that was had at his 
expense. | 

Pus:—A suppurative discharge in or about the 
anorectal region may have its origin in a fistulous 
tract, or a recently ruptured abscess, both of which 
may be either external or internal .to the anal 
orifice. 

In that form of colitis where there is infection 
and severe ulceration of the bowel mucosa, there 
is sometimes so much suppuration that it is really 
remarkable what quantities are discharged. 

Granulating surfaces of small ulcerations, or of 
fissures of the anus, quite often throw off a pus- 
like secretion, which by its irritating qualities 
causes an erythema of the perianal skin. So do 
condylomata about the anus. These have also a 
most disagreeable odor. 

Pus appears in a free state, or mixed with mucus 
or feces, when the surface of malignant, or even 
of benign, growths of the rectum, have become 
ulcerated. 

Mucus :—The appearance of mucus in the stools 
is another symptom which generally is a matter of 
concern to most individuals. It is fortunate that 
this is so, for the discharge of but slight amounts 
of mucus, usually tinged with blood, may in itself 
be the sole early warning signal of malignancy. 

In almost every variety of colitis there is more 
or less excessive formation of mucus. In that 
called “mucous colitis,” the production is at times 
so great that the name of the predominant symp- 
tom has been given to the disease. 

It is claimed by some authorities that excessive 
quantities of mucus arise only when there is some 
point of irritation in the bowel. This should be 
sought for by a sigmoidoscopic examination. 

A not uncommon cause of a mucus discharge, 
and one often not thought of, is the pernicious 
habit of using constantly daily hot enemata. The 
erroneous employment of this very valuable method 
of rectal therapy goes to keep up further trouble 
long after the one for which it was prescribed 
had disappeared. . 

Sometimes, on examination, the mucus will be 
found due to a chronic fecal stasis, a fecal impac- 


tion, a foreign body, or to a growth, especially one 
w-th a long pedicle. All these, by irritating the 
bowel mucosa, accelerate the abnormal production 
of mucus. 


CONSTIPATION :—This is considered such a very 
ordinary symptom, that only little concern is felt 
about it by either patients or their physicians. Yet 
much can be learned regarding its causation by a 
digital and proctoscopic examination of the anus, 
rectum and pelvic colon. The cause may lie in a 
very tightly closed anal orific, with hypertrophied 
sphincter muscles, due perhaps to the presence of an 
ulcer, a fissure, a diseased crypt of Morgagni, or 
inflamed and ulcerated hemorrhoids, etc. Exam- 
ining higher up, it may be discovered that the stasis 
is caused by a fecal impaction, an obstructing 
foreign body, a growth, a stricture, a deviated 
coccyx which pushes into the cavity of the rectum, 
an entire absence of the coccyx which allows of 
the formation of a retrorectal pouch in which the 
fecal matter accumulates, or a pelvic mass situated 
anteriorly and so occluding the rectal lumen that 
when it is accompanied by markedly hypertrophic 
valves of Houston it is apt to give the examiner the 
impression that a well-developed stricture of the 
rectum is present. 

On proctoscopic examination we very often see 
such a spasmodic condition of the bowel—especi- 
ally noticeable at the recto-sigmoidal junction— 
that the constipated state is well-accounted for. 


In a normal bowel, upon the introduction of a 
tubular speculum the rectum becomes distended 
by the inrush of air. The valves of Houston then 
loom up quite prominently. When these are hyper- 
trophied, or so placed as to be almost opposite each 
other, the onward passage of the fecal mass is 
greatly retarded. This is a frequent cause of con- 
stipation. 

The symptom of constipation, like that of blood 
or mucus from the rectum, particularly in those 
of suitable age, is one which demands a thorough 
examination, with the idea in mind of excluding the 
possibility of cancer, as a cause. This should be 
done especially when there is a history of alterna- 
tive changes from constipation to diarrhea, and 
vice versa. 


DIARRHEA :—Though, as has been stated before, 
the average individual is but lightly worried even 
when chronically constipated, the opposite obtains 
when he is troubled by a diarrhea, particularly if 
it has lasted for some little time. Yet even here, 
when medical advice is sought, it seems that there 
are some who find it far easier to prescribe an 


0. 
- 
: 
i- 
1e 
n, 
ly 
ie 
s, 
id 
1S 
nt 
is 
r- 
ne 
ic 
is As 
m 
ne 
he 
e- 
at 
ed 
of 
ng 
ta, 
tic 
al 
lu- 
the 
re 
in- 
of : 
m- 
his 
lan 
the < 
did 
ent 
nt- 


38 AMERICAN 
JournaL oF SuRGERY. 


EARLE—FISTULA IN ANO. 


$920. 


astringent mixture, then to make the proper ex- 
amination before doing so. 

It may be taken as an excellent, and a very safe 
rule, always to make a digital and proctoscopic 
examination in every case where, notwithstanding 
intellectual treatment, a diarrhea has lasted longer 
than a week. This may have to be supplemented 
by a fluoroscopic and radiographic examination, if 
no cause be discovered in that part of the bowel in 
the range of the examining instrument. 

Diarrhea is usually the main symptom of colitis. 
The ameba may be the disturbing factor, and it 
should be borne in mind that it may be present in 
an individual even though he has never been in a 
country where the disease is endemic. 

Diarrhea may also be occasioned by new growths, 
a bowel filled with hard, impacted feces, strictures, 
ulcerations, etc. 

ConcLusion :—No elaborate armamentarium is 
necessary to make the examinations essential for 
diagnosing most of the conditions here mentioned. 

The index finger, covered by a thin rubber-tissue 
cot, thoroughly lubricated with vaseline, and gently 
inserted, is the best diagnostic instrument of them 
all, for by touch more information is obtained in 
certain conditions, than by sight. To the experi- 
enced examiner the “feel” of a growth means more 
than its gross appearance. 

A two-inch anoscope, and a five-inch proctoscope, 
with illumination from either a good headlight or a 
reflecting head-mirror, provide all that is needed 
for visual examination of the lumen and walls of 
the anus and rectum. | 

For examination beyond the rectosigmoidal valve 
the electrically-lighted pneumatic sigmoidoscope, 20 
or 30 c.m. in length, must be used. Passing this 
through the valve of O’Bierne into the pelvic colon 
requires some little skill and experience. As it is 
a procedure not entirely devoid of danger, the in- 
strumentation should be done with gentleness and 
caution. 


Excision OF A FIsTULA IN ANO. 

The operation of excision of a fistula with im- 
mediate closure of the wound by sutures thus ob- 
taining union by first intention is not very popular 
because of the large percentage of failures. The 
operation can be tried only where the sinus is 
straight, superficial and not over 214 inches long 
and the sinus must not be surrounded by dense in- 
duration. If the sinus is otherwise it will be found 
impossible to accurately coaptate the edges without 
tension on the sutures, and there is always danger 
of the stitches becoming infected—Cuartes J. 
DrveEck in the Mississippi Valley Medical Journal. 


FISTULA IN ANO. 
SAMUEL T. Earte, M.D., 


Mb. 


A fistula in ano is always the remains of a col- 
lapsed abscess cavity plus the channel it has made 
to the internal or external surface opening. 


Etiology. It is always the result of an infection, 
most frequently through an abrasion or crack, 
made by the passage either of a hard stool, or some 
hard foreign substance in the stool, or by con- 
tusions, such as falls, or blows upon the buttock, 
In tuberculous cases the infection may result either 
directly through an abraded surface, or by the 
breaking down of a tuberculous gland in the vi- 
cinity of the rectum. The proportion of tubercu- 


lous fistulae to those due to ordinary pus organ- 


isms is about one-third according to my findings in 
several hundred fistulz several years ago. 


The proverbial subdivision of fistulae into the 
complete and incomplete varieties is not only very 
misleading but is very conducive to failures of op- 
erations. It may be taken as an axiom that if a 
fistula with an external opening fails to heal after 
several weeks of proper care and attention, it has 
an internal opening into the rectum, through which 
it is continuously reinfected, and hence the cause 
of failure to heal. It would be far better to classi- 
fy them all as complete, because the exceptions are 
so rare, (not one per cent.) that they are scarcely 
to be reckoned with. 


Symptoms and Signs. Redness; the previous 
history of continuous pain for several days; ab- 
sence of inflamed hemorrhoids or fissue; by the 
introduction of a single bladed rectal speculum, (a 
medium size vaginal speculum will answer the 
same purpose) the pus can almost invariably be 
seen flowing from the internal opening. The spec- 
ulum must be introduced on the sound side of the 
rectum, which will be determined by the swelling 
and redness. 


If an abscess is not opened within two or three 
days after the symptoms have set in, it has almost 
invariably opened into the rectum spontaneously, 
and this happens because the resistance to the in- 
filtration of pus and necrosis is much less in the 
direction of the rectal than the skin surface. 


Treatment. It must be borne in mind that as 
soon as an abscess opens into the rectum, it be- 
comes a fistula in the acute stage, as much so as 
if it had existed for six months, and to all intents 
and purposes it must be treated as such, namely, 
laid open from the external surface to the internal 
opening. In the early practice of aseptic surgery it 
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became very popular to excise the chronic fistulous 
tracts in toto, under rigid aseptic technic, provided 
the internal opening was not more than two inches 
above the anal margin, and to-close the wound im- 
mediately with deep buried sutures. But such a 
method was soon abandoned because it was fol- 
lowed by frequent failures, the reasons for which 
are perfectly apparent to those working in this 
field, such as the frequent presence of lateral and 
subfistulous sinuses, which would be impossible to 
recognize before the operation, and which would 
be cut through and infect the entire wound; also 
the difficulty of making such a field aseptic under 
the most favorable conditions. 


When a peri-anal or a peri-rectal abscess is seen 
before it has opened, lose no time in puncturing it, 


no matter at what stage it is seen, even though the > 


tissues have not broken down and formed a pus 
sack. The incision will relieve the tension and 
pain, direct the pus to the skin surface and prevent 
the pus sack opening into the rectum, provided the 
incision is made soon enough. Unfortunately, 
however, abscesses are seldom seen at a sufficiently 
early stage to avoid this. 


I can recall very few instances where an early 
puncture resulted in an early healing of the wound 
without the formation of a fistulous tract. If the 
abscess cavity has opened internally when seen, I 
make a free external opening at once to make 
drainage more complete and to prevent further 
infiltration. If there is much redness and swelling 
at this time I apply warm fomentations for several 
days and postpone further operation until these 
conditions are relieved. . 

When the very acute stage has subsided I have 
the patient put under a general anesthetic and open 
up all intervening tissues between the external ani 
internal openings, curette the cavity well, and if 
there is much necrotic tissue, swab it out with pure 
phenol. Be sure to excise all redundant tissue and 
over-hanging flaps, which will interfere with free 
drainage, especially within the anal cavity. Pack 
the entire tract with plain or iodoformized gauze 
that has been well anointed with borated, carbo- 
lated, or plain petrolatum to prevent it from stick- 
ing. This should be allowed to remain for two or 
three days, until it can be removed easily, although 
duting that time the external dressings should be 
removed several times daily and the adjacent sur- 
faces bathed with a solution of bichloride of mer- 
cury, 1/3000 or 1/5000. When the packing has 
been removed, replace it with a strip of several 
thicknesses of gauze, anointed and laid in lightly, 
not packed, merely to keep the edges of the raw 


surfaces separated until they become glazed over, 
after which all packing is discontinued, because it 
would keep the ends of the cut sphincter separated 
until the intervening space becomes filled in with 
scar tissue which gives rise to incontinence of feces. 


The treatment of fistula in its chronic stage is 
very similar to that given above. We must always 
assume when a fistula continues to discharge for 
several months that there is an internal communi- 
cation with the rectum through which it is re- 
infected and kept open, even if we have not been 
able to find it before placing the patient under ar 
anesthetic. So confident am I of this fact that 
when a patient comes to me stating that he has 
had a discharge from an external opening I rarely 
attempt to find the internal opening until he is 
placed under an anesthetic for the operation 


Since local anesthesia has been in use many 
elect to operate by this method, especially if the 
fistulous tract opens low down internally and is a 
direct channel from the external to the internal 
opening. This would be a rational procedure if 
we could always tell definitely whether or not the 
channel is direct, but frequently we have lateral 
sinuses which may extend some distance from the 
field of local anesthesia. Therefore I prefer ether 
anesthesia, unless there is some special contra- 
indication, such as pulmonary tuberculosis, even 
in the quiescent stage; in that stage ether is liable 
to light up the old pulmonary trouble. Nitrous 
oxide gas even when combined with oxygen is not 
sufficient to produce complete anesthesia of the 
anal area. Another reason for my preferring 
ether anesthesia is that frequently there are other 
conditions of the rectum which require surgical 
treatment at the same time. 


Some prefer to divide the tissues between the 
external and internal opening with the cautery 
knife. This has some advantages, especially if 
there is any reason to suspect tuberculosis and it 
also does away with the necessity for packing the 
wound; a simple strip of gauze to facilitate drain- 
age being all that is then necessary. I would rec- 
ommend this method whenever a thermo-cautery is 
convenient. It has been advised to dissect out all 
the scar tissue in the wound. I think this an un- 
wise procedure when you consider that this fibrous 
infiltration has been thrown out by nature as a 
barrier against the inroads of pathogenic organ- 
isms. I have known of three instances of acute 
miliary tuberculosis that have followed complete 
excision of a tuberculous fistula. If this is true 
of tuberculous infection it might as easily follow 
in cases where the other organisms are concerned. 
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TUBERCULOUS FISTULA IN ANO. 
H. Kicer, M.D., F.A.C.S., 
Los ANGELES, CAL. 


For the title of this communication I prefer the 
caption “Tuberculous Fistula in Ano” to “Fistula 
in Ano Complicating Tuberculosis” for several rea- 
sons, among them to entirely differentiate the con- 
dition from fistula as commonly observed, or, to be 
more explicit, to note the difference clinically and 
pathologically, between two diverse forms of dis- 
ease. The ordinary form of fistula in ano results 
from an active variety of inflammation, acute in 
character, with all the symptoms so characteristic 
of the onset of inflammation in any portion of the 
human anatomy, i. ¢., pain, heat, swelling, redness, 
etc. Where such is found in one or both buttocks, 
it usually ends in an abscess of acute variety, and 
calls for an immediate evacuation of pus. Fistula 
in ano is likely to result from such abscess in a 
large percentage of cases. 

This variety is caused by the invasion of the pus 
germ. In the tuberculous variety of fistula in ano 
an entirely different picture is presented. There 
are none of the symptoms present so characteristic 
of the other variety, no pain, heat, swelling or red- 
ness, but, on the contrary, we find a pale surface, a 
reduction of adipose tissue, cold instead of heat, and 
a “boggy” feeling instead of pain, and no abscess, 
because of the absence of pus germs. 

The thin sanious discharge caused by tubercle 
bacilli is often mistaken for pus. This is a fair 
picture of the condition found around the anus, 
in tuberculous fistula. It is not the object of this 
paper to go into a discussion or description of the 
cause of the tuberculous condition so often found in 
this part of the anatomy, but rather to deal with 
the condition when found. 

A theory exists that the tubercle bacilli are de- 
stroyed by gastric juice in digestion only after be- 
ing exposed to its action for some time, and that it 
is considered probable that some of the bacilli in 
the tuberculous patient may pass through the 
stomach, into the bowel, unaltered and effect a 
lodgment in or along the walls of the rectum. This 
theory seems to me to be far-fetched, when it is so 
very well known that every organ and tissue of the 
body is liable to infection by the tubercle bacillus. 
The main question to consider is: Shall a patient 
suffering from tuberculous disease who develops a 
fistula in ano be submitted to operation? Some of 
the old authors, amongst them Curling, Ashton and 
others, took the negative of this proposition, and 
the reasons advanced were curious to say the least. 
Says one, “if operated upon, the wound will not 


heal’ ; another, “if the wound heals it will cause con- 
sumption of the lungs.” Modern investigation 
proves both statements to be vagaries. It would 
be sheer madness to allow a patient suffering froth 
all the distress that a fistula in ano can cause, to 
permit him to put up with his condition, simply be- 
cause he may be tuberculous. The only point to 
consider is, is he in a fit physical condition to have 
an operation ? 

That the wound will heal if properly made and 
cared for, is attested by many recoveries in my 
practice. As soon as the fistulous trouble clears up 
the patient begins immediately to improve. Many 
cases that I have operated upon prove this to be 
true. The idea that by curing the fistula one will 
cause tuberculosis in the lung is entirely erroneous. 


A question of serious importance in regard to 
an operation upon this class of patients is the anes- 
thetic to be used. Objection could be urged against 
the use of both general anesthetics, ether and chlor- 
oform. If a selection is to be made between them, 
I would prefer chloroform. because of less irrita- 
tion to the lung, and the subsequent action on the 
kidney. It is, I think, almost impossible to operate 
upon these cases under a local anesthetic, which is 
used so frequently in operative procedures in this 
region, because one can not infiltrate a sufficient 
area to make the operation painless. The skin cov- 
ering is often so thin that it would be impossible 
to inject at all, and one might spread the infection 
by puncture with the needle. 


We have worked out a technique in our clinic at 
the County Hospital, where during my services for 
the past ten years, we have operated upon about two 
hundred of these cases. 


To prepare the patient, flush the bowel the even- 
ing before, and the morning of the operation. We 
have used for the past several years, spinal anes- 
thesia with all of these patients. This is the anes- 
thesia of choice. It has none of the objections of 
an inhalent anesthetic, and has many advantages: 
Ease of administration; complete relaxation of the 
sphincter muscles; avoidance of nausea and vomit- 
ing, which often follows ether; and absence of 
shock following the operation. After using it in 
several hundred cases, without any bad results, I 
consider it the safest anesthetic. 

As for the operation itself: I never touch these 
cases with anything but a cautery. I use a “Persey 
Cautery Knife” in preference to any other. First, 
the sinuses and cavities are thoroughly opened, then 
all of the overhanging edges are trimmed off. Most 
of these cases are superficial in aspect and have a 
tendency to burrow away from the anal canal and 


4 
: 
> 
- 
4 
4 
i 


Vou. XXXIV. No. 2. 


ADLER—FIssuRA ANI. 


AMERICAN 41 
JournaL OF SuRGERY. 


just under the skin. After the whole of the infect- 
ed area is exposed, it is lightly cauterized, being 
careful not to burn the surrounding skin. If a fis- 
tulous opening exists into the bowel, which passes 


under the sphincter muscle, this must be handled - 


very carefully or the patient will have an inconti- 
nence of feces. Not often does the fistulous tract 
go under the muscle, however, but usually runs over 
it, because of the tendency to burrow close to the 
surface. However, all of these tracts must be cau- 
terized, whether the muscle is cut or not, in order 
to effect a cure. 

The advantages of this procedure over the ordi- 
nary operation are: The patient loses no blood, 
which in these cases in very important ; the tubercle 
bacilli are destroyed; the lymphatics are closed to 
absorption, and there is no chance of spreading the 
infection as in the ordinary operation. This spread 
of the infection is the reason why the men who 
have been doing a large amount of tuberculosis 
work object to having the cases operated upon, be- 
cause they often had a relapse following and per- 
haps developed the trouble in another location. 
This is not true if the operation is well done... These 
patients have very little pain following the opera- 
tion. The healing is slow, however, and the after- 
treatment must be attended to very carefully. The 
first few days, treat it as one would any burn, but 
after the slough from the cauterizing is cleared off, 
make frequent applications of iodine, or twenty- 
five per cent. argyrol; I have also found that fifty 
per cent. solution of Enzymol, as a wet dressing 
has stimulated healing in many cases. In some 
cases that are quite extensive, it may be necessary 


to use the cautery twice, or even three times, be- 


fore it is entirely healed. I can see no objection to 
this if the patient is in a fair physical condition. 
AN ILLUSTRATIVE CASE. 


In February, 1917, Dr. Frank Pottenger referred 
to me Mr. K. W., for advice and treatment. He 
had had tuberculosis of his lung since 1913, and 
had been cared for by Dr. Pottenger at his sanitar- 
ium for several consecutive years. Under his most 
watchful and scientific care the man had improved 
steadily, but failed to get entirely well, because of 
the existence of an anal fistula, which had a con- 
tinuous discharge, and which was undoubtedly of 
tuberculous origin. 

On May 25, 1917, with Dr. Pottenger’s approval, 
I operated upon the fistula. The technique was 
as above described. The patient began immediate- 
ly to improve, both locally and generally; the 
wound healed perfectly; and in August, 1917, he 
was discharged as entirely well and returned to his 
home in Seattle. 


In conclusion, these are a few special points to 
which I would like to call attention: 


1. A tuberculous condition of the rectum may be 
a local condition, just as a tuberculous joint may be, 
and if cured by operation it may stop further prog- 
ress of the disease by removing the focus. 

2. If a tuberculous condition of the rectum is left 
alone it may result in a general tuberculous in- 
fection. 

3. Granting that a cure of a general tuberculosis 
is not obtained, great local relief nevertheless re- 
sults. 

4. It must not be forgoten that many cases of 
tuberculosis are now cured, and if a local condition 
exists it must be eradicated before the general con- 
dition will be cured. 

5. If tuberculosis of the lung is coincident with 
an anal fistula, the physician in charge should not 
fail to refer the patient for operation. 

6. It should not be forgotten that a tuberculous 
fisula in ano is caused by tubercle bacilli, and not 
by the usual pyogenic germs. 

7. The abscess fore-running a fistula in ano, that 
is the result of active inflammation, requires active 
measures, and the cure requires a prolonged treat- 
ment, both local and constitutional. 

8. The failure to find tubercle bacilli in a sus- 
pected case, is not to be taken as a positive sign that 
the fistula is not of a tuberculous origin. The his- 
tory of the case and the clinical signs may be suf- 
ficient to establish the diagnosis. 


FISSURE-IN-ANO, OR IRRITABLE ULCER 
OF THE ANUS. 
Lewis H. Apter, Jr., M.D., 


Professor of Diseases of the Rectum, University of 
Pennsylvania College of Medicine, Polyclinic Section; 
Formerly Prosector to the Professor of Anatomy, 
Medical Department of the University of Penn- 
sylvania; Consulting Surgeon, Charity Hospital, 


PHILADELPHIA, Pa. 


The domain of surgery inciudes few diseases 
which, while so insignificant in character, produce 
such intense suffering as the malady under consid- 
eration, nor any in which proper treatment is fol- 
lowed by more prompt relief and positive cure. Al- 
though so simple in extent and character and so 


readily curable, it exercises a most potent influence 


in undermining the patient’s health and strength, 
resulting from the intense pain and irritation to 
the nervous system. 

A fissure, or irritable ulcer of the anal region, 
may be defined as a superficial breach of the 
mucous membrane, of a highly sensitive nature, 
characterized by intense paroxysmal pain which 
rarely accompanies the movement of the bowels, but 
sometimes does so. This pain begins usually 
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about half an hour after a stool, the patient be- 
coming conscious of a dull, burning sensation 
which grows increasingly acute, producing an 
effect similar to the application of a hot iron. After 
reaching its acme, which may take three or four 
hours, it gradually subsides until it ceases almost 
entirely and the patient enjoys a respite until the 
next evacuation. 

Among diseases of the lower alimentary tract, 
anal fissure, in point of frequency, ranks about 
third. It occurs in the very young as well as the 
aged, though with much greater frequency in the 
latter. I have not met more than half a dozen 
patients, under fifteen years of age aftlicted with 
this malady. Males are afflicted more frequently 
than the opposite sex, in the proportion of about 
four to three. 

In shape the lesion may occur as somewhat cir- 
cular, linear, or as most frequently happens, oblong. 
The shape is to be determined only when the part 
is fully exposed, as otherwise, what appears as a 
linear abrasion, often proves upon exposure to be 
an ulcer of some breadth. It never has much 
depth, and unless complicated—by which I mean 
the presence of a fistula—is very superficial, in- 
volving only the mucous membrane, though at 
times the muscular fibers may be exposed. 


It may occur in any part of the anal margin, 
but by far the commonest site is posteriorly; next 
in ireyuency anteriorly; and only in very rare in- 
stances is it found laterally. 

In a very interesting and comprehensive consid- 
eration of the etiology of fissure-in-ano, J. Rawson 
Pennington, (Medical Record, June 10, 1905), 
shows clearly that the site of a fissure-in-ano is 
influenced by the support given the anal canal 
by the muscular cylinder that surrounds it. Where 
it is the strongest, a fissure is rarely found and 
conversely. Experimentally, Dr. Pennington, with 
and without anesthesia, employed a conical anal 
dilator, which when forced into the anal canal, 
tore the dorsal surface first and almost universally, 
the anterior surface occassionally, and the sides 
rarely. 

Wherever the lesion is found other than solitary 
—which is rarely so—a syphilitic, gonorrheal, or 
tuberculous origin is to be suspected. At the lower 
border of the fissure, or on one side of it, there is 
frequently found a small fold of skin, the so- 
called sentinel pile; its length varying, usually about 
three-quarters of an inch; and its breadth about 
half an inch or less. 


Sir Charles Ball of Dublin is of the opinion © 


that the vast majority of fissures are produced by 


the tearing down, during the passage of hard 
scyballe, of the lateral attachments of the valves 
of Morgagni, and that the torn-down valve is to 
be found at the lowest end of the fissure where it 
constitutes the tag or so-called pile. This explana- 
tion may be the correct one, 1n some cases, but is 
far from invariably so; for I am inclined to be- 
lieve with Mr. P. Lockhart Mummery, that the 
formation of these tags is due to the inflammatory 
changes in the base of the fissure, which tend to 
block the lymphatics and this in turn causes the 
skin at the lower end of the ulcer to become 
swollen and edematous. 

A curious statement made by more than one 
proctologist is that in their. experience these sen- 
tinel piles are not of frequent occurrence in cases 
of fissure. Such is contrary to my experience; 
and in the-observation of many cases, I have found 
that where the fissure is of recent origin the skin 
tag is likely to be absent while in cases of longer 
standing, it is apt to be present. 

In addition to constipation, as the chief factor 
is the causation of a fissure, the following causes 
may be mentioned: Congenital atresia of the anal 
orifice, eczema, herpes ani, rectal polypi, uterine 
displacement and enlargement, pelvic inflamma- 
tions, syphilis and tuberculosis. 

At the juncture of the anal skin and the mucous 
membrane is the point of contact of the two 
sphincter muscles, and in most cases it is marked 
by a line of condensed connective tissue, known as 
“Hilton’s white line,” which is of marked import- 
ance, anatomically, as it is the point of exit of the 
nerves, principally branches of the pudic, which 
descend between the internal and external sphincter 
muscles, becoming superficial in this situation, and 
are here distributed to the anal region. These 
nerves are very numerous and account not only 
for the extreme sensitiveness of the parts, but also 
for its abundant reflex communications with other 
organs. They also play a very important part in 
the etiology of irritable ulcer; the exposure of one 
of their filaments—either in the floor or at the 
edge of the ulcer—being an essential condition of 
its existence. 

The rectum, especially its upper portion, pos- 
sesses very little sensibility, as the chief nerve sup- 
ply of this organ is found at its termination and 
around the anus, hence the fact that such grave 
diseases as cancer or ulceration may exist in the 
higher parts of the bowel and not manifest their 
presence by pain. ; 

When a patient comes to a physician complain- 
ing of pain, such as has been described, which 
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comes on shortly after defecation and lasts for 
varying periods of time, the presumption is strong 
that an irritable ulcer exists, no other rectal disease 
producing this characteristic distress. But in this, 
as in all other affections of this portion of the 
alimentary track, we must supplement our investi- 
gation by an actual exploration of the parts, in 
order to determine its true character and to ex- 
clude the presence of other co-existing lesions. 

In the differential diagnosis one would think that 
the manifestations of this disease are so character- 
istic of the lesion that it would be almost impossible 
for an error to be made, and, yet, in a number of 
well-authenticated cases mistakes have been made, 
and patients suffering with this disease have been 
treated for neuralgia, uterine or bladder trouble, 
stricture, and even hemorrhoids. 

Anal fissure is very easily distinguished from 
neuralgia, by the absence, in the latter affection, 
of any breach of surface. And by the character- 
istic pain which invariably follows alvine dis- 
charges, it is distinguishable from all other dis- 
eases of the mucous membrane of the rectum. In 
neuralgia, the pain caused by the pressure of the 
finger is not confined to one spot, as it is in fis- 
sure, but all the parts around the anus are alike 
tender. 


One other condition of which special mention 
should be made, is that of the so-called “painful or 
vicious cicatrix,” which now and then follows the 
clamp and cautery operation of the removal of 
hemorrhoids. I have seen but three such cases— 
two of which were seen in consultation, and one 
occurred in my practice. The history is sufficient 
to clear up the diagnosis. In such instances, the 
same condition exists as in amputations, where a 
nerve is caught and held in the cicatrix of a 
stump. It is the cause of much suffering until 
relief is afforded by a dissection, which releases it. 
Special attention is called to these somewhat rare 
occurrences, for the treatment to be effective must 
be similar to that done when a vicious union has 
occurred in an amputated stump. An ordinary 
divulsion, which so happily cures the ordinary fis- 
sure will not cure these cases. 

Writing this article, for a surgical journal, is 
sufficient reason for giving but scant notice to the 
non-operative methods of treating this disease. It 
suffices to state that when the sphincter muscles are 
hypertrophied to any extent, any treatment short 
of surgical is apt to be unsuccessful. The opera- 
tive treatment, according to most authorities, in- 
volves a consideration of three methods: 

(a) Divulsion. 


(b) Incision. 

(c) Divulsion and incision. 

A divulsion, to accomplish satisfactory results, 
must be done under genera! anesthesia, and for 
some years | have resorted to the use of nitrous 
oxid gas and oxygen. With the anesthetic, given 
only by persons skilled in its administration, the 
patient is in a few seconds completely under its 
influence and remains so for the additional couple 
of minutes required for the operation. A _ point, 
worthy of note, is that under nitrous oxid anes- . 
thesia complete muscular relaxation is not encoun- 
tered as in ether or chloroform anesthesia, so that 
the operator is better enabled to realize just how 
much force and time is required to satisfactorily 
divulse the sphincters. 


In all cases, a sentinel pile, when present, should 
be removed, usually with a pair of curved scissors. 
Unless this is attended to and properly done, failure 
to cure the fissure will result. By being properly 
done, I mean no redundant skin should be left 
about the site of the fissure. The divulsion is ac- 
complished in a manner known to all, by a careful 
and thorough kneading and stretching of the 
muscles with one or two fingers of each hand, or 
of the two thumbs introduced well into the bowel, 
back to back. By changing the position of the 
fingers or thumbs until the entire circumference 
of the bowel has been gone over, the sphincters 
finally will be felt to be quite soft and pliable. It 
is in this manner that I have cured the vast ma- 
jority of »atients I have seen afflicted with this 
disease and as I have never been obliged to resort 
to a second operation in the same case for a like 
trouble, I feel sure that no other evidence need be 
given of its merit. I mention this fact and desire 
to emphasize it for the reason that when the com- 
bined operation of divulsion and incision is at- 
tempted by other than a skilled proctologist there 
is great danger of the incision being made either 
too deeply or in a wrong direction. So that as a 
cure can be effected in the vast majority of cases 
without the incision, I think it is the safest pro- 
ceeding for the rank and file of practitioners to 
follow. 

The subsequent treatment does not require the 
patient’s confinement to bed. The operation is 
usually performed in a dentist’s office and the fol- 
lowing day the patient may resume his usual vo- 
cation. He is instructed to keep the parts cleansed 
and after each stool to wash the anal region with 
a two per cent. creoline solution (a teaspoonful of 
creoline to a pint of water). Immediately after 
the operation if a sentinel pile has been removed, 
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the wound is packed with gauze or cotton, over 
which a pad of similar material is placed and the 
dressing is kept in place by a T-bandage. The 
patient is seen daily for a week, then every other 
day for the ensuing week. Each treatment consists 
in washing the anal region with creoline solution 
and the insertion into the bowel of a ten per cent. 
ichthyol ointment applied on a dossile of cotton 
attached to the ordinary applicator which is left 
in situ. Should the parts feel sore after the oper- 
ation, the patient is instructed to apply a hot-water 
bag, being careful to wrap it in flannel, so as to 
avoid a burn. The divulsion usually occasions 
more or less echymosis, but this never gives rise to 
trouble. In two weeks’ time the patient is entirely 
recovered and is discharged from further obser- 
vation. 

In the operation by incision I believe the advo- 
cates of this method of cure usually employ a local 
anesthetic. The technique consists of the injection 
into the tissue around the base of the lesion of a 
solution of one-quarter to one-half per cent. of co- 
caine or novocaine until a sufficiently large area is 
infiltrated. The fissure is then curetted and any 
overlapping edges or sentinel pile trimmed away, 
after which one incision is made, starting at the 
upper end of the lesion and carrying it downward 
and at a right angle to the direction of the mus- 
cular fiber of the sphincters and dividing it well 
out into the skin. The deepest cut should be made 
at the lower edge of the fissure so that adequate 
drainage is provided to the part. A small strip of 
gauze is packed into the incision, and a compress 
and T-bandage complete the dressing. The after- 
treatment is similar to that detailed for a divulsion. 

Formerly, it was the practice to sever the ex- 
ternal sphincter in the operation for fissure, the sup- 
position being that a more speedy cure was thereby 
accomplished owing to the muscular relaxation 
produced. Mr. P. Lockhart Mummery states that 
he believes that this is entirely erroneous, and that 
complete drainage is the only important factor. 
This authority adds that he personally thinks that 
the sphincter should never be cut more than is 
absolutely necessary to. allow drainage, and in the 
majority of cases, he thinks it quite unnecessary to 
cut even the most superficial fibers of the muscle. 
I would be inclined to go a step farther, as borne 
out by my practical experience, and say, why cut 
at all? : | 

The combined operation of divulsion and incision 
is simply a combination of the two operations 
described. 
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CATARRHAL PROCTITIS. 

With a note on a Theory of the Cause of Hemorr- e 
hoids, 

MartTIN L. Bopk1n, M. D., F. A. C. S., ki 


Brooktyn, New York Cry. se 


The common form of proctitis is a simple ca- 
tarrhal inflammation of the lower end of the in- 
testinal canal. It is divided into the acute, atrophic 
and hypertrophic types. 

The catarrhal diseases of the large intestine, 
classified as colitis, sigmoiditis and, lastly, those at- 
tacking the lower five or six inches of the alimen- 
tary canal, known as proctitis, are pathologically the 
same disease only situated at different portions of 
the large bowel. 

The first step to a practical understanding of the 
etiology, diagnosis and treatment must be depend- 


ent upon our ability to reason the cause and effect 


of either of these forms of disease at any level of 
this tract. The cause may be the same for either 
a colitis, a sigmoiditis or a proctitis in many in- 
stances, but just why a particular area or portion 
is selected cannot be explained, unless there be a 
known physiological or anatomical weakness. 

All of the alimentary canal may be affected by 
the same inflammatory process at the same period. 
Experience has taught me that the simple catarrhal 
inflammations show a tendency to extend down- 
ward while an extension upward seldom or never 
occurs. 

It is hardly possible to decide as to the exact area 
which was originally affected when the disease has 
become a general inflammation of the entire colon 
and has resolved itself into a chronic catarrhal con- 
dition of any of these three portions of the bowel. 

Because of their similar embryological origin, the 
catarrhal inflammations of the rectum find their 
analogues in those of the pharynx, and the compari- 
son makes them easily recognized by the general 
practitioner of average experience. 

If a working scheme, or classification, based up- 
on our more intelligent knowledge of local condi- 
tions in the adult, could be devised, perhaps more 
could be accomplished in the treatment of these 
diseases when they occur in children and infants 
The vulnerability of the child to any of these dis 
eases seems to be even greater than the adult, when 
we consider the frequency of intestinal disorders 
in children. 

Specific catarrhal inflammations of the colos, 
sigmoid and rectum represent different catarrhaltyte 
inflammations which are the result of the introducficatarrp 
tion into the body, in various ways, of a specififierade , 
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10rr- organism. The avenues of entrance are, in some 
instances, fairly well understood, but, in others, our 
knowledge is meager and dependent upon the re- 
searches of the pathologists for further enlighten- 
ment. 

: The diseases which are classified as specific ca- 

ie tarrhal inflammations are the tuberculous, dysen- 

ophic teric, gonorrheal, syphilitic and erysipelatous. Be- 

; sides these, the intestine is liable to infection from. 

sting, nearly all the specific inflammations which affect 
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r ree Cases of acute catarrhal proctitis have demon- 
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strated the following theory to me as a probable 
*Bcause of hemorrhoids in many instances, and, tak- 
hese dis ing into consideration the fact that no theory has 
ult, whet been satisfactorily demonstrated by proofs, I have 
disordeBpresumed to follow its dictates in the treatment of 
the majority of my patients where no other causa- 
ive factor could be thought of as a suitable substi- 
ute. My observations have been that when acute 
atarrhal proctitis persists in. the form of a low 
grade or subacute inflammation, hemorrhoids exist 
intil the inflammation entirely disappears. Hemorr- 
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hoids due to this cause are most satisfactorily 
treated. 

Miles, in a recent article published in the Journal 
of the American Medical Association, elaborately 
describes the arterial distribution in the hemorr- 
hoidal mass after it has been found, and, in my 
judgment, he correctly outlines the relative position 
and the circulatory abnormalities arising within the 
disturbed mucous membrane, tumor or mass, but 
he does not present any tangible suggestion as to 
the cause or origin of hemorrhoids. 


Again reverting to this theory of the origin of 
hemorrhoids from a catarrhal inflammation of the 
rectum, which is the most common sequel of the 
disease to take place, and sufficient irritability per- 
sisting to inflame the mucous membrane, a gradual 
hypertrophy is caused, followed by a separation and 
sliding down of a small portion inside of the loose 
cuff of mucous membrane within the grasp of the 
sphincter muscles. The mere weight of the redund- 
ant membrane is sufficient to initiate the loosening 
and result in the subsequent formation of a hemorr- 
hoid. This small hemorrhoid is quickly filled by 
the serous exudate from the vessels lying within its 
subinucous tissue. The upright superficial vessels 
of the lower rectura acted upon by the descending 
fecal mass, in a reverse direction to the normal 
blood current, tend to swell up these vessels, tem- 
porarily distorted from their engorged condition, 
tear more of the mucosa and submucosa from the 
surrounding tissue and are lifted gradually away 
from the muscular layer by the accumulating serum. 


This condition, existing for months or years, re- 
peatedly becomes edematous from irritation or trau- 
matism in the form of hard fecal masses. The 
parts are constantly in a state of hyperemia. This 
increased blood supply causes a gradual hypertro- 
phy of the bloodvessels and the connective tissue. 
Finally a well-organized hypertrophied mass be- 
comes a recognized hemorrhoid. Hemorrhoids ex- 
isting in the presence of an atrophic catarrhal proc- 
titis are, in my judgment, secondary to this hyper- 
trophic inflammation, and their presence is due 
simply to the serum which is forced within the 
meshes of the connective tissue of the submucosa, 
which, with the bloodvessels, remains hypertro- 
phied, the atrophy only affecting the mucous mem- 
brane higher up. 

In order to understand the relative potency of a 
catarrhal proctitis in the causation of hemorrhoids, 
it should be borne in mind that indigestion or a 
disturbed digestive tract seems to be always asso- 
ciated with hemorrhoids. We may also find other 
well-known and positive causes of hemorrhoids, 
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viz., disease of the liver, the kidneys, or the 
pancreas, heart lesions, traumatisms, diseases of 
the adjacent organs, specific forms of catarrhal 
proctitis, and malignant diseases. 

The large number of cases of hemorrhoids asso- 
ciated with proctitis presented for treatment posi- 
tively refutes the assertion that every one suffering 
from hemorrhoids, also suffers from one of these 
serious diseases. 

Acute catarrhal proctitis follows the course of 
catarrhal inflammation in general and is dependent 
upon idiosyncrasies, habits, environments, heredi- 
tary influences, etc. The disease may begin in the 


Fig. 2—Drawing showing the usual location of Houston’s valves 
and the relative sizes of rectum and anal canal. Insert—-valves 
as seen through the proctoscope. (From Bodkin’s Diseases of the 
Rectum, by courtesy of E. B. Treat & Co.) 


rectum or from any portion of the upper bowel, 
and, therefore, necessitates frequently the treatment 
of the entire intestinal canal. 

itiology. Attacks of acute indigestion are very 
often associated with acute proctitis in a mild form. 
Rheumatism is probably a factor in its causation, 
polypi, adenomata, villous growths, papillomata 
and various other growths which may be the under- 
lying cause of periodic exacerbations of the ca- 
tarrhal inflammation in the rectum and_ sigmoid. 
Intestinal parasites, foreign bodies, impacted feces, 
exposure to cold, prolapse of the rectum, drugs, 
such as arsenic or corrosive sublimate, and intussus- 
ception are common causes. 


Symptoms. Acute catarrhal proctitis is a sudden 
inflammatory process, varying in degree as to se- 
verity and cause. It is sometimes accompanied by 
a chill and rise in temperature at the onset, with 
a coated tongue, headache, a feeling of fullness, 
heat and weight in the rectum, tenesmus, bearing- 
down and a desire to micturate. This condition 
causes the sufferer to imagine there is a foreign 
body in the rectum, and he tries to dislodge it by 
frequent attempts at stool, which cause protrusion 
of the mucous membrane in the form of edematous 
hemorrhoids. The mucous membrane becomes 
swollen, and the caliber of the rectum is thereby de- 
creased. The patient seeks the recumbent position, 
rather than walking about. At first there is a dis- 
charge of the fluid feces; later this becomes bloody, 
mixed with mucus. If the inflammation continues 
uncontrolled, ulceration and sloughing may follow 
with the addition of pus. 

These attacks generally follow only the ordinary 
course of a simple catarrhal inflammation and sub- 
side within seven or eight days; or they may be- 
come chronic with an indefinite period of in- 
validism. 

Chronic hypertrophic catarrhal proctitis is almost 
constantly associated with a similar involvement of 
the intestinal tract higher up and seldom appears 
only as a proctitis. Ordinarily, the rectum will re- 
main the same as regards structural changes in the 
muscular wall and mucous membrane, or the 
mucous membrane may be slightly thickened. 
There may be small abrasions or excoriations due 
to the ease with which the membrane may be in- 
jured from hardened feces, or on the introduction 
of the proctoscope. Ulceration is found only in 
the severe forms. The mucous membrane presents 
the appearance noted in the pharynx with the same 
form of catarrhal inflammation. It is swollen, red 
and with occasional bloody points. The lumen of 
the rectum may be narrowed, caused by the over- 
production of tissue and swollen glandular ap- 
paratus. 

This type of inflammation of the rectum is al- 
most always the forerunner of the atrophic form. 
in which it often terminates. 


Atrophic catarrhal inflammation of the rectum 
is also part of a general diseased condition of the 


entire colon and is the final phase of the chronic 


congestion in the form of a chronic hypertrophic 
catarrhal inflammatory process which has preceded 
it for many months or years. The rectal mucots 
membrane is thinned out, almost transparent, and 
so much denuded of its glandular elements as if 
some cases to make plainly visible the underlying 
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network of vessels and arteries, with an occasional 
area left bare. This denudation of the epithelium 
progresses so far that these areas resemble small 
ulcers, and it results from a long-continued chronic 
atrophic inflammatory process. The mucous mem- 


brane often looks granular, with portions which are 


more or less congested and bossellated during the 


transitional stage, from the hypertrophic inflamma- 
tion. The air pressure used with the pneumatic. 


proctoscope will be sufficient to almost burst the 
bowel and will balloon the whole cavity so greatly 
as to make the passage of the sigmoidoscope more 
dificult than with the hypertrophic variety, which, 
being heavier, holds the contour much better and 
assists in finding the course of the bowel lumen 
above. The surface is dry, maybe rough, or glist- 
ening smooth, inelastic, and, as mentioned above, 
very light in weight. 
290 CLINTON AVENUE. 


SYPHILIS, TUBERCULOSIS AND CANCER 
OF THE RECTUM. 
G. Mitton Lintuicum, A.M., M.D., F.A.C.S., 


Professor of Diseases of the Colon and Rectum, Univer- 
sity of Maryland and College of Physicians and 
Surgeons; Visiting Staff, Maryland General 
University Hospital and Church Home 
and Infirmary, 


Battimore, Mp. 


I am led to discuss this rather comprehensive sub- 
ject in a brief way, because these three diseases oc- 
cur frequently, are often confused, and give rise to 
dire results, where, by reason of their insidious 
onset, they are recognized too late to afford perma- 
nent relief. 

In no measure will an attempt be made to more 
than touch upon the salient features, with the hope 
to stimulate greater effort on the part of the pro- 
fession to at least make an examination of the rec- 
tum and anal canal by sight, touch and instrument, 
in every case of pelvic distress, or obscure intestinal 
symptoms. It is alone by these means can one hope 
to prevent the unhappy development of these dis- 
eases. Early recognition is the essential element 
for success‘ul management. 

While such an examination may not at once dis- 


close which particular malady is present, it will in- 


dicate that a serious condition exists, whose char- 
acter may be determined, in most instances by a 
microscopic examination of the scrapings, or sec- 
tion of the growth. I hope, however, to be able 
to here indicate the characteristics of each of this 
triad, that a reasonably certain differentiation can 
be obtained. 


The repetition of a call for rectal examination 
perhaps may seem a reflection upon professional 
efficiency, but there are still many men in general 
practice as well as general surgeons who yet feel 
that this is not needed. I have repeatedly had 
patients referred to me who have been operated fo~ 
hemorrhoids with a cancerous mass a few centi- 
meters above the anal orifice, patients with un- 
recognized stricture that have gone on to almost 
complete closure, who had been on more than one 
occasion cut for fistulze, patients with ulcerative 
proctitis who had been medicated for diarrhea over 
a long period, without examination. Many in- 
stances can be cited where an examination would 
have made early relief possible. 


The examination is not difficult, it does not re- 
quire any great outlay for instruments, it is not more 
disagreeable than others that needs must be. First 
of all, no examination of the rectum is complete 
without a proctoscopic, or even a sigmoidoscopic 
examination which can be made by a simple tubular 
sigmoidoscope, a head light and the knee-chest 
position. The latter is necessary when the pneu- 
matic instrument is not used as in this position the 
bowel is distended by the inrush of air as soon as 
the anal orifice is dilated. 

The most frequent diseases of the rectum and 
anus are probably fistulz and hemorrhoids; but the 
most serious and by no means rare affections are 
tuberculosis, syphilis and cancer. These occur 
much oftener than many realize and, certainly, they 
are very destructive and often fatal. 

The recognition of these diseases is not difficult, 
and their differentiation one from the other is 
comparatively simple. In two of them the demon- 
strable causative organism is present, and it is only 
very infrequently that one is not able to isolate the 
specific organism in tuberculous or syphilitic lesion. 
All three diseases begin as a localized lesion, as a 
tumor formation, or an as ulceration. 

With the tubercle the true beginning is usually so 
slight and insignificant as not to be easily recognized, 
while with syphilis its start is so insidious that it 


can well be assigned to any precise time. 


Cancer, on the other hand, is definitely localized 
and its origin and beginning can be seen and felt. 

The usual description of the lesions of the three 
at the period of their devolepment, as ordinarily 
given. is that of the disease when complicated by 
septic infection—the blood, the pus, the stench 
which are all a result of this infection and not of 
the growths themselves. Of this secondary infec- 
tion most of the complications are a resultant. 

The early eradication by excision of the point of 
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invasion is comparative in these diseases. Syphilis 
is disseminated so quickly throughout the entire 
system, that excision of the local lesion is practi- 
cally valueless. Tuberculosis, which but rarely 
occurs in the rectum as a primary lesion, could be 
removed by excision in most cases, if such lession 
exists as a primary one. Cancer removal and cure 
is altogether a matter of eradication by complete 
excision, and the number of permanent cures will 
be in proportion to the number of cases operated 
upon soon after their inception or, better yet—to 
make a statement incongruous, yet essentially true 
—before the cancer becomes a cancer—that is in 
the precancerous state. 

The wide-spreading of syphilis being so rapid 
and so early after its invasion, is doubtless due to 
the inability of the lymph glands to offer resistance 
to the spirochete, while to the bacillus of tuber- 
culosis the glands do offer slight resistance, ac- 
counting for its less rapid extension; but as this 
resistance is not strong, invasion is not long pre- 
vented. 

However, there is great resistance to the causa- 
tive factor of cancer whatever that may be, which 
accounts for the rarity of involvment of other or- 
gans until late in the disease. 

The effect upon the glands of the syphilitic or- 
ganism is what one would expect—with the rapid 
passage of the organism through them. There is 
enlargement and hardening, first involving those 
nearest the lesion but eventually affecting nearly 
all the glands of the body with practically none 
suppurating. With tuberculosis the neighboring 
glands enlarge, and frequently one after the other 
suppurate. 

In cancer, the glands become hard and resistant 
like small tumors easily palpable in the accessible 
areas, but they rarely suppurate. , 

The anatomical arrangement of tissues, divide 
the anal from the rectal areas, in blood, nerve and 
lymphatics, with marked distinctness ; so that an in- 
volvement in one or the other region will drain 
through its own lymphatics. 

The glands of the anal region are in the groin, 
and an enlargement of them, when no genito-urin- 
ary condition is present, is practically always due 
to some anal lesion. 

The unreachable glands of the sacrum and mesen- 
tery are the filters for the rectal canal, making it 


until revealed at operation. In cancer a radical 
and extensive operation is thus imperative. 

The anal region being well supplied with sensory 
nerves, pain is more evident earlier, and more 


impossible to get a correct idea of their condition. 


potent, than in the rectum proper where the ab- 
sence of sensory nerves accounts for the lack of 
pain until the growth is so extensive as to involve 
the peritoneum or produce obstruction. 

These three diseases present themselves in the 
form either of an ulcer or a tumor and possess very 
well marked characteristics. Their appearance in 
individuals seem in a general way to occur at rather 
definite age periods. Tuberculosis occurs more 
often in the young, spyhilis in middle life, and can- 
cer in later life. 

The tuberculous individual is usually thin, pasty 
in appearance and anemic, but may be fat; the 
spyhilitic individual is ordinarily dry in appear- 
ance, and old-looking for his age. At its incep- 
tion cancer is most often present in the florid, 
robust looking patient. 

Ulceration is the earliest development in rectal 
tuberculosis. In syphilis either ulceration or tumor 
(gumma) may appear early; if the latter it breaks 
down and ulcerates; with cancer, tumor is always 
the primary, and ulceration the latest manifestation. 

The ulceration of tuberculosis begins as a small 
denuded area, with tendency to destruction, ordi- 
narily an elevated center, and grayish color, with 
extending margins which undermine the mucosa. 
These ulcers enlarge peripherally and often coalesce, 
giving a wide ragged boundary, following the line 
of blood- and lymph-vessels; in the lower rectum 
this prolongation is irregular in all directions; in 
the upper rectum ulceration progresses parallel to 
the lumen, while in the sigmoid the tendency is to 
encircle the gut. | 

If there is an excess of cell growth, with greater 
destruction and disentegration than of growth of 
fibrous tissue, the ulceration grows in depth and 
surface to annihilation of the mucosa, submucosa 
and even the muscles, and may cause perforation; 
contrariwise should fibrosis take place, which is the 
only way of healing in this or the other two- 
mentioned diseases, a stricture may form, which is 
an exceedingly rare and doubtful outcome. 


A point of differentiation rests also on the fact 
that tuberculous ulceration of the rectum but rarely 
occurs as a primary invasion but is usualy secondary 
to a lesion elsewhere in the body. There is the rare 


_ form of rectal tuberculosis of which very few cases 


have been reported, hyperplastic tuberculosis, an in- 
filtration of the intestinal wall. It occurs as a for- 
mation of fibrous hyperplasia and granulation, in- 
stead of necrosis and ulceration. Involving espe- 
cially the submucosa and circular muscle layer it 
gives a marked rigidity to the tube, and a feel not 
unlike a scirrhus cancer—with which it has beef 


fort 
mar 
sligl 
as 
hav 
stra 
orif 
cock 
path 
ond: 
BR 
van 
in 
grea 
usu 
fbr 
and 
of 
inhe 
culo 
mati 
fibre 
In tl 
neg 
stric 
very 
tion 
ness 
a lo 
tion: 
loca 
the 
hope 


Ppear- 
incep- 
florid, 


rectal 
tumor 
breaks 
always 
tation. 
small 
, ordi- 
with 
1ucosa. 
valesce, 
he line 
rectum 
ns; in 
allel to 
y is to 


preater 
wth of 
th and 
mucosa 
ration; 
1 is the 
two- 
hich is 


he fact 
rarely 
ondary 
he rare 
w cases 
, an in- 
; a for- 
ion, in- 
g espe 
ayer it 
feel not 
beefl 


Vou. XXXIV. No. 2. 


REEDER—STRICTURE OF THE RECTUM. 


AMERICAN 49 


confused and submitted to operation. It is in this 
form that one may claim for tuberculosis a local 
if not primary involvement. 

It is rare for the primary lesion of syphilis to 
occur in the rectum. Syphilitic ulceration is the 
manifestation of the secondary syphilides or of 
breaking down of small gummata beginning as a 
small crater-like sores, with well defined, hard, in- 
durated edges, and extending along the lines of the 


lymph channels. In the rectum they occur usually - 


near the anal orifice. Ordinarily they give but 
slight discomfort and are therefore not seen early 
as simple ulcerations but, more often, when they 
have developed an extensive area of necrotic de- 
struction, with large quantities of pus and blood 
discharging and causing irritation about the anal 
orifice. The result of this is the formation of 
cock’s comb tags that may almost be regarded as 
pathognomonic of syphilis. 

The ulcers of cancer appear secondarily to the 
tumor, as roughened, denuded cracks or fissures, 
usually on the edge of the tumors. They are sec- 
ondary infections leading to fatal damage in ad- 
vancing cases. 

Thus there are one of two courses which each of 
these diseases may follow. They either go on to 
great tissue involvement and devastation with the 
usual unhappy end; or, if checked by nature’s cure, 
fibrosis and scar formation develop, which is the 
usual course in syphilis, the unusual in tuberculosis 
and the very rare in cancer. The greatest tendency 
of all is to break down and extend by their own 
inherent qualities, aided secondarily by infection. 

The quality of contraction in fibrous tissue ac- 
counts for the stricturing and obstruction of the 
gut. Where fibrosis takes place in syphilis, tuber- 
culosis or scirrhus cancer, there are enormous for- 
mations, largely fibromatoses. An example of such 
fibromatoses is the keloid of the skin, particularly 
in the negro. This tendency to fibromatosis in the 
negro may account for the frequency of the rectal 
stricture in the negro, for syphilitic strictures are 
very uncommon in the white race. 

The progress of cancer is favorable in propor- 
tion to the amount of fibrous tissue, and the earli- 
ness of removal, 7. ¢., while it may be regarded as 
a localized disease. The prognosis of tuberculosis 
of the rectum is very unfavorable, as its constitu- 
tional involvement is early. The treatment may be 
local for the destruction of invading organisms, but 
me general treatment of tuberculosis is the only 
ope. 


Syphilis is from its beginning a constitutional. 


disease, and its cure can be accomplished by suit- 
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able anti-syphilitic treatment administered early in 
proper manner and over a sufficiently long time. 
Syphilis can be cured, but the complications, such 
as stricture, are difficult to deal with and should 
be prevented by early recognition of the disease. 

It has not been my intention to deal with this sub- 
ject more than in a general way. It would make 
this contribution too long to go into in full detail, 
but it has seemed worth while to emphasize the facts 
as above mentioned. The complications often re- 
sulting in these three diseases are the effects of 
secondary infections, which are to be described as 
the characteristics of the diseases in their more ad- 
vanced stage. They make differentiation more dif- 
ficult, and especially is this true when, as occasion- 
ally happens, one encounters two of these three 
affections at the same time in the same individual. 

The most frequent symptoms aside from general 
discomfort and pelvic ill ease, are hemorrhage, then 
morning diarrhea and discharge of pus. 

To summarize :—The three diseases can be rec- 
ognized early and differentiated. Tuberculosis is 
rarely a primary disease of the rectum; it occurs 
late secondarily and its cure is exceptional. 
Syphilis occurs as a spyhilide or gumma, its early 
constitutional treatment prevents complications and 
is curative. Cancer occurring in the rectum can be 
seen in 65 per cent. of intestinal cancers by the sig- 
moidoscope, and its early removal is the only hope 
for successful treatment. 

817 Park AVENUE. 


STRICTURE OF THE RECTUM. 
J. Dawson ReepeER, M.D., F.A.CS., 


Battimore, Mp. 


Strictures of the rectum are spcken of as annular, 
tubular and linear, according to the shape which 
they take. The annular stricture is‘one which as- 
sumes the shape of a ring, involving only a very small 
extent of the rectum, but completely surrounding 
it. The tubular stricture, sometimes called canular, 
consists in a tube-like constriction of the rectum 


‘that extends for an inch or more in length, in 


which the entire circumference takes part. Linear 
stricture consist of cicatricial or fibrous deposit over 
a limited area in the circumference of the intestine, 
by which the caliber of the latter is lessened either 
through the dimensions of the deposit itself or 
through the contractions of the walls of the gut 
over the area which it occupies. According to their 
etiology strictures are divided into congenital, trau- 
matic, tuberculous, neoplastic, syphilitic, gonorrheal, 
dysenteric and inflammatory. 
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STRICTURE OF LARGE CALIBER.—Every surgeon in 
familiar with the period when it was the custom 
to introduce an ordinary steel sound of very mod- 
erate size into the urethra, and if it passed without 
absolute obstruction, pronounce the patient free of 
stricture. Later on cases arose with symptoms re- 
ferable to the urethra in which the ordinary methods 
of examination failed to reveal any condition to ac- 
count for them. The discovery of this condition led 
to new and revised methods of treatment, and conse- 
quent cure of many cases which hitherto had baffled 
the efforts of surgery. The same condition exists 
in the rectum. 

Small cicatricial or connective tissue deposits in 
the walls of such canals as the urethra and the 
rectum are constant sources of irritation because of 
the friction produced by the passage of urine or 
fecal matter over them. It is not necessary that the 
caliber of a eanal shall be so constricted as to form 
an obstruction in order to produce irritative symp- 
toms. Obstructions to fecal passages from pressure 
by pelvic tumors, pessaries, etc., outside of the rec- 
tal wall, can not properly be called strictures of the 
rectum, but they produce similar symptoms and may 
excite an inflammation in the walls which will 
eventually produce stricture. 


SpasMopic StricTuREs:—Under this term two 
conditions have been described which are entirely 
dissimilar. In one there is a contraction with no 
organic change in the gut; it consists in spasmodic 
contraction of the muscle without any actual short- 
ening. In the other, a condition is described in 
which organic change and permanent constr‘ction 
of the tube is produced through persistent spas- 
modic contraction resulting in shortening and 
fibrous transformation of the muscular fibers in- 
volved. While spasm of the esophagus and urethra 
are admitted, the existence of a purely spasmodic 
stricture of the rectum has been denied almost uni- 
versally. It is admitted, however, that a small 
rectal bougie may be successfully passed one day 
and the next time an-attempt to pass it may result 
in absolute failure; this is due to the bougie being 
arrested by a fold of mucous membrane or the 
promontory of the sacrum, which is likely to con- 
vince the inexperienced surgeon of the existence 
of such a stricture. 

INFLAMMATORY STRICTURES :—These include all 
that are due to simple, tuberculous or syphilitic im- 
flammations. The simple comprises diffuse inflam- 
matory, cicatricial and perirectal. : 

LocaTIon :—The site of this class of contractions 
varies greatly. They may occur at any point from 
the margin of the anus to the upper limits of the 


pelvic colon, though the large majority beg:n within 
the first six centimeters (2% inches) of anus. Qj 
110 cases collected by the late Dr. Tuttle of Ney 
York, he found the following: Below 6 cent. 
meters, 65; at 6 centimeters, 5; from 6 to 9 
centimeters, 18; above 9 centimeters, 12; in 
the pelvic colon, 10. In this collection ther 
occurred no less than 8 syphilitic and 4 tu 
berculous strictures above 9 centimeters. There 
is no question, however, that the majority of stric. 
tures of these parts are within the first 8 centi- 
meters of the anus. Cicatricial stricture is one oj 
the complications or unfortunate sequences of oper. 
ation for excision or resection of the rectum by 
either the sacral or perineal methods. Especial; 
is this likely to occur if end-to-end union is 2t- 
tempted in the region surrounded by levator muscle 
Operations for fistula and hemorrhoids have resulted 
in the same condition. Recently, owing to fault 
Whitehead operations, more strictures are seen than 
formerly. In conversation with the rectal surgeon 
it has been my good fortune to meet, I have found 
that the opinion generally as to operations fo 
hemorrhoids agree that the Whitehead should bk 
done only on selected cases; and the best result, 
though perhaps not so classical, have been obtained 
with the other recognized methods, especially in the 
hands of the general surgeon. 

TUBERCULOUS STRICTURE:—-The existence 
tuberculous stricture has been often denied. Patho 
logical examinations have positively demonstratei 
not only the inflammatory results of tuberculous 1: 
cerations, but the presence of giant cells and tuberck 
bacilli in the structure itself. At this point I wouli 
call attention to a mistake so likely to occur in mak- 
ing a diagnosis from the bacilli, and that is the 
characteristics of the hay, smegma and_ tiberck 
bacilli. They are not always as easily differentiated 
as it is claimed, even with the acid-fast methol 
That tuberculous ulcerations of the rectum are 8 
rarely primary, and that when they occur in cas¢ 
which have already developed the constitution 
disease they seldom heal, have led many to suppos 
that tuberculous stricture is impossible. 

SYPHILITIC STRICTURE :—For many years a Cot 
troversial war has been waged concerning the i 
fluence of syphilis in the production of rectal stric 
ture. Mlany of the early writers, as Morgagtl 
White and Talman, failed to mention it, while ott 
ers, as Bush, Copeland and Curling, absolutely 4 
nied its etiological significance. As experiene 
widened and observation became exact, 
gradually became established that a large number 0 
patients suffering with stricture of the rectum M# 
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been the victims of syphilis, or at least of “venereal 
disease.” The field of controversy then changed. 
Surgeons were still unwilling, however, to concede 
that the lesion developed through a constitutional 
process. 

DraGnosis :—It is not only necessary to determine 
the existence of stricture, but also its seat, patholog- 
ical character, extent and degree of constriction; 
when within four inches of the anus, all of this can 
be learned with comparative ease, inasmuch as the 
parts can be reached with the finger, can be seen 


through the speculum, and sections can be thus ob- 


tained for microscopical examination. The history 
of the case will give valuable information as to ex- 
istance, and probable pathological character. Prev- 
jous injury or operation, diffuse proctitis, pelvic 
cellulitis, prolonged labor, the history of perirectal 
or pelvi-rectal abscess, syphilis, fistula or rectal ul- 
ceration, may suggest a stricture especially if asso- 
ciated with increasing difficulty in bowel move- 
ments. 

EXAMINATION :—The patient should be placed 
upon his side, with hips flexed upon the abdomen 
and elevated upon pillows. When there is a dis- 
charge from the parts the character and odor should 
be carefully observed. In cancer it is unique; 
“once smelled it is never forgotten; it is neither 
fecal or feculent, but a combination of putrefaction, 
gangrene, decomposing feces, and rottenness to 
which no other bears any resemblance” (Tuttle). 
The chief source of information in a diagnosis of 
stricture, is your finger. Great gentleness and cau- 
tion should be exercised, not only to avoid giving 
pain which will cause spasm of the sphincter, but 
because one may break down tissue and cause dan- 
gerous hemorrhage or perforation into the periton- 
eal cavity. If hard and nodular and broken-down 
in its center, forming an irregular crater-like ulcer- 
ation, one may feel with no little degree of confi- 
dence that he has a malignant disease to deal with. 
On the other hand, if the obstruction is compara- 
tively smooth with only a few irregularities beneath 
the mucous membrane, if it is movable upon the 
sacrum and surrounding tissues and apparently con- 
fined to the walls of the gut, it will probably belong 
to the inflammatory variety. When the symptoms 
indicate. stricture, and it can not be made out by 
digital examination, search by instruments will of- 
ten succeed, but it must be borne in mind that it is 
exceedingly dangerous. A bougie, however soft, 
may do great damage, there are so many sources of 
error that little weight can be attached to it as a 
diagnostic aid. It may be caught in a fold of 
mucous membrane or a diverticulum and absolutely 
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fail to pass this. At the promontory of the sacrum 
it may be arrested, owing to the acute flexure of 
the sigmoid, and double upon itself coming back 
into the ampulla instead of passing up into the 
sigmoid. Tuttle’s method is perhaps the safest and 
best. It consists in passing the proctoscope up to 
the strictural opening and then passing the bougie 
through it. In the majority of cases where diag- 


nosis is not easily made, | personally believe it 


much safer to perform an exploratory laparotomy 
than to subject the patient to too much instrumental 
examination in diseased conditions in this region. 

In making such explanatory examination the in- 
cision should always be similar to that employed in 
inguinal colostomy in order that an artificial anus 
may be made at the time if necessary ;‘also, this in- 
cision will be found most useful in operations’ 
around the sigmoid. 

I recall a very interesting case seen some years 
ago while working under the direction of Dr. Tuttle 
at the New York Polyclinic Hospital, and shall 
briefly state his management at that time. The case 
was one of specific stricture of the rectum, and the 
treatment anticipated was as follows: He performed 
a Maydl-Reclus colostomy: in the transverse colon, 
in order first, to treat the ulcerations and infected 
area locally and, second, so he would have sufficient 
gut above the stricture to perform a perineal ex- 
tirpation later and bring down healthy intestine 
from the upper sigmoid for a new permanent anus ; 
then later he closed the artificial anus in the trans- 
verse colon, and his patient should have a perfect 
result. The period of time required for these opera- 
tions would cover not less than nine months. A 
subsequent letter from Dr. Tuttle told of his suc- 
cessful results in this case. 

TREATMENT :—Recognizing the fact that stric- 
tures are all due to inflammatory process, it is con- 
ceivable that proper treatment in the early stages 
may prevent their formation. The theory upon 
which gradual dilatation has succeeded in curing 
a certain number of strictures of the urethra is that 
it squeezes the blood out of the strictured area, and 
when the instrument is withdrawn there results a 
state of arterial hyperemia which results in ab- 
sorption of the newly formed tissues. During the 
early stages of stricture the bloodvessels remain in- 
tact, and are not materially diminished in number, 
the plastic deposit is soft dnd absorbable. Similar 
treatment here may be as successful as in the 
urethra, and careful antiseptic treatment may often 
prevent a cicatrix. 

If the stricture is ulcerated or infected, one 
should always treat it locally through the procto- 
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scope before attempting operation, or if one intends 
treating it by dilating with bougies local applications 
are most valuable. As to the various preparations 
used in the applications, it is a matter of one’s 
choice; those with which I personally have had the 
best results from as local treatment for ulceration 
are, ichthyol, 10% in glycerine; silver nitrate solu- 
tion, 3%, to 5%, and tincture of iodine, 10% in 
glycerine. After the condition clears, I begin with 
gradual dilatation with Wale’s bougies never more 
than three sizes at a visit, and always at intervals 
of two to three days. Attention is especially called 
to the importance of not making the patient miser- 
able and disheartened by too frequent and vigorous 
treatment. at the beginning. 

METHOD OF TREATMENT :—The patient should be 
placed on a nourishing but non-irritating diet, pre- 
ferably nitrogenous, anu here again attention is 
called to the too frequent milk diet, which is often 
far from being harmless in these conditions. A 
milk diet produces a hard stool; while not irritating 
in the stomach and upper intestine, it is far from so 
in the sigmoid and rectum, and is especially to be 
avoided in stricture. With the nitrogenous diet, 
a liberal amount of cod liver oil or olive oil should 
be given. Rest in bed should be insisted upon, but 
not to the point of producing debility from the lack 
of exercise. 

Mild laxatives are sometimes indicated, and pur- 
gatives are to be absolutely prohibited as they are 
so irritating, and may produce a marked edema. 
Kelsey states that acute obstruction sometimes oc- 
_ curs in these cases, and he has been able to get a 
movement of the bowels in cases of stricture with 
apparent obstruction by the administration of a 
moderately large dose of opium. 

LocaL AND OPERATIVE TREATMENT :—The chief 
local and operative treatment in strictures are: 
dilatation or divulsion, proctotomy, excision and 
enteroanastomosis, colostomy and__ electrolysis. 
Theoretically the ulceration should be healed before 
surgical treatment is instituted in order to avoid 
sepsis, but practically this is impossible, for in many 
cases the ulceration can not be cured so long as the 
stricture exists. Gradual dilation is the method 
used throughout the world of surgery, notwith- 
standing that it is seldom if ever curative, and en- 
tails periodical visits and treatment through life. It 
is carried on by the use of bougies and rectal dila- 
tors, and requires skill and good surgical judgment 
and is not without danger in the hands of the most 
skillful. There are various methods of introducing 
the bougie, and I shall call attention to only one of 
them which I have been using for four years: 


TuTTLe’s METHOD oF INTRODUCTION :—In order 
to obviate the dangers referred to, Tuttle for sey- 
eral years previous to his death, had been in the 
habit of introducing a proctoscope up to the point 
of stricture and locating the end over the aperture; 
the bougie is then gently passed into the stricture, 
and is known to be in the proper place and not 
caught up in a fold or invaginated portion of the 
mucous folds of the gut wall. At first it may be 
advisable to introduce it every day, provided the 
patient’s rectum and anus does not become inflamed 


and tender from the frequency of this introduction, : 


This method is simple, accurate and practical and 
far superior to the old and uncertain methods. One 
should never introduce more than three bougies 
at one sitting, and he should always keep a record 
of the size and time the bougie remained in the 
stricture at the previous visit. Before removing the 
last bougie for that day, a warm solution of boric 
acid should be introduced through the bougie, which 
brings away everything above the strictured area 
when the bougie is withdrawn. The patient should 
be kept quiet after the treatment for at least a half 
hour, and if there is any bleeding upon the with- 
drawal of the instrument, it should be immediately 
introduced again to see the seriousness of such 
hemorrhage, for he should not be allowed to leave 
the office until all doubt is dispelled. 

For the other various treatments, as proctotomy, 
partial and complete, the reader is referred to the 
text-books for this method, as description of the 
technique alone—which is so important—would 
take up much valuable space in this brief article. 
After the ulceration and suppuration have been con- 
trolled, and it is found that the stricture persists, re- 
section may be done without so much danger of 
infection, and with a greater probability of immedi- 
ate union of the sutured ends. In brief, a tempor- 
ary artificial anus with gradual dilatation and local 
treatment and, if necessary and practicable, the 
eventual resection of the stricture, seem to furnish 
the most rational and safest method of treatment. 

‘During the past few years I have had _ several 
cases of stricture following the Whitehead opera- 
tion for hemorrhoids and the tedious task of en- 
deavoring to offer some relief to those miserable 
persons has made me most antagonistic to the class- 
ical operation. Some years ago while working with 
the late Dr. Tuttle in New York, I had the oppor- 


tunity to become quite intimate with one of his 


patients from the Pacific coast, who told me that he 
had been the victim of stricture for many years, had 
visited the best known surgeons in many localities 
and spent thousands of dollars in trying to get some 
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degree of comfort, and that he had received more 
comfort by remaining in New York for one year 
and being treated by Dr. Tuttle with the bougie 
about twice a week, than any other method he had 
ever tried. In my own practice I have had some 
very pleasing results with this method of treatment, 
but only in those cases in which I could impress the 
patient with the fact that it would be a long-drawn- 
out process, requiring hearty cooperation and per- 


sistence in regular visits at intervals suggested by - 


the progress of each individual case. 

In June, 1917, Mrs. Mary M., age 42 years, pre- 
sented herself at the clinic. She was operated up- 
on for hemorrhoids several years before and since 
that time she had undergone five separate opera- 
tions for stricture of the anus. Examination re- 
vealed a smooth stricture of the rectum about one 
inch from the anal margin which would not admit 
an ordinary lead pencil, and the bowels would move 
only after taking a drastic purgative. There was 
present a laceration extending into the rectum from 
the birth of her last child, and the perineum was 
one glazed surface of scar tissue. After some per- 
suasion she consented to another operation, and 
with the assistance of Dr. Willse to direct my work 
in repair of the gynecological condition (Babcock 

operation ) with which I was not familiar, a resec- 

tion of about three inches of bowel was performed 
and the bowel brought down to the skin margin. 
The sphincter having been destroyed at one of the 
previous. operations we attempted to make an arti- 
ficial sphincter by the following method: Modified 
Chetwood operation, hanging the rectum in a small 
strip of gluteous maximus from the opposite sides, 
and further inducing sphincteric action by deep 
buried silk sutures through the levator ani on each 
side to the lateral bowel wall. 
muco-cutaneous sutures were of chromicized cat- 
gut. Because the patient had a very profuse 
vaginal discharge from her old tear, we found that 
a number of sutures in the perineum broke out in 
about four or five days. The patient made an un- 
eventful recovery and in about four weeks from the 
tine of leaving the hospital she presented herself at 
the clinic with surprisingly good control of the 
bowels, and upon introducing the finger into the 
anus she could voluntarily close down upon the fin- 
ger to an appreciable degree. I had the pleasure of 
seeing this patient on December 16th, 1919, in 
order to report my results, and she tells me that she 
has perfect control except when on several occa- 
sions her bowels have become very loose from some 
indiscretion i in diet, and this would last for only a 
day or so in summer time. She has gained in 
weight and seems to be in perfect health. 

30 East Preston STREET. 


_A well-developed prolapse of the rectum is one 
of the most difficult problems in surgery. A minor 


Prolapse, not involving the peritoneum, may be quite 


curable, however, by circumferential resection of 
the protruding segment. 


The perineal 


ASEPTIC AMPUTATION OF THE RECTUM* 


EpwIn Beer, M.D., 


Attending Surgeon, Mt. Sinai Hospital and Belle- 
vue Hospital, 
New York City. 


In presenting briefly the following modification 
of amputation of the rectum as usually practised, I 
do not wish to give the impression that I am de- 
scribing an entirely new procedure. Before the 
New York Surgical Society some years ago (An- 
nals of Surgery, Vol. 66, p. 241) I showed several 
cases in which I carried out the technic about to 
be described. The great advantage that I see in 
this technic is in the rapid healing of the large 
wound made by the excision of the rectum and 
lower sigmoid. By this method patients can be dis- 
charged from the hospital with the wound closed in 


a relatively short time and it is to call attention to 
this that I am again presenting the subject. 

The first step in the operation, the patient’s intes- 
tines having been thoroughly cleaned by two courses 
of castor oil, is to shut off by suture the anal open- 
ing: With a separate set of instruments a skin flap 
is turned up all around the circumference of the 
anus, and with a heavy silk suture this circular skin 
flap is sewed together so as to prevent any leakage 
of the intestinal contents during subsequent manip- 
ulations. This area is then well painted with iodine 
and covered with a towel. After putting on fresh 
gown and gloves, with fresh instruments the sur- 
geon then exposes the rectum with an incision well 
above the peri-anal denudation and running up a 


*Read before the Surgical Section, N. Y. Academy of Medicine, 


November, 1919. 
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little to the left of the median line. The coccyx is 
removed in the usual way and the rectum is lib- 
erated well above the growth. Douglas’ pouch is 


opened and the sigmoid is drawn down as far as 
necessary, and after sufficient of the sigmoid has 
been liberated to warrant the surgeon in believing 
that he is far above the growth and the glandular 


level on the sigmoid. Then the skin incision is con- 
tinued down to either side of the anus meeting the 
denuded area which was made preliminary to the 


involvement, the peritoneum is closed at the new 


closure of the anus. After liberating the anus from 
all its attachments, the rectum, sigmoid, and anus 
unopened, are thrown over on the patient’s sacro- 
lumbar region. The levator and muscles are united 
to make a firm pelvic floor and a tube is inserted in 
the most dependent part of the wound where the 
anus originally was. Skin stitches are inserted and 
a small packing introduced up to, or close to, the 
suture line at Douglas’ pouch. With a heavy silk 
ligature, the protruding gut is tied off about one- 
half inch from the level of the closed skin and a 
clamp is placed across the bowel about one inch 
distal to the ligature. The intestine is sutured to 


the skin without entering its lumen so as to attach 
the gut at the new position (artificial anus.) A 
small packing is inserted above the new position 
of the gut. The whole wound is then dressed, the 
gut still being attached. After a petrolatum dress- 
ing is applied to the large wound, with the cautery 
a sectidn of the bowel is made between the ligature 
and the clamp. In this way you will see the lumen 
of the bowel has not been opened until after the 
wound has been sutured and dressed. The ligature 
is allowed to remain in place until the patient com- 
plains of distention or becomes distressed by cramp- 
like pains. Then the ligature is opened and a rectal 
tube is introduced well into the bowel and held in 
place by a purse-string suture, which tube continues 
to protect the wound, now well on the high road to 
complete healing, from contamination by feces. 
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The following cases illustrate the result ob- 
tained by this technic: 


CasE I. Mrs. A., 52 years of age, admitted for 


strangulated femoral hernia December 21, 1915. . 


On examination of her rectum. for hemorrhoids, an 


extensive carcinoma of the anterior wall, involving . 


the wall of the vagina was discovered. On Janu- 
ary 5, 1916, four years ago, an aseptic amputation 
of the bowel was performed as described above, to- 
gether with excision of the posterior vaginal wall. 


The patient did not suffer from ligation of the: 


bowel until 48 hours had elapsed, when the ligature 
was opened and the tube tied in place. Owing to 


the fact that the whole posterior wall of the vagina 
as well as a large piece of the sigmoid, together 
with the rectum had been removed, the patient was 
kept in bed for twenty-four days. 


During that 


time the wound rapidly healed, and she was dis- 
charged from the hospital practically healed on Feb- 
ruary 12, 1916, thirty-eight days after operation. 
The patient was examined in November, 1919, and 
found to be free from recurrence. 


Case II. Mrs. B. H., 52 years of age, suffered 
from practically the same condition as the above 
patient, having an adeno-carcinoma of the rectum 
with involvement of the posterior vaginal wall. A 
similar extensive operation was done on this patient 
on January 13, 1917. This patient tolerated the 
ligature on the intestine for four days, when the 
tube was inserted. On the thirteenth day the 
patient was out of bed with the wound practically 
healed. She was discharged February 6, 1917, 
with the wound well healed; twenty-four days after 
the radical aseptic amputation of the rectum. 
Since then I have seen the patient, about one year 


after the operation, when she was perfectly well, 
and again two weeks ago when she was in perfect 
health. 


Case IIT. Mr. R. had been suffering for years 
from extensive leutic stricture of the rectum with 


proliferating proctitis and leucoplakia of the rec- 
tum. This patient was operated upon by the above 
technic, and within three weeks of the operation his 
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entire wound was firmly healed except for a tiny 
sinus below the artificial anus where the drainage 
tube developed a small local abscess probably due 
to some of the chromicized gut used in closing the 
levator muscles. 


I recommend this method of aseptic amputation 
of the rectum as it saves the patient a long stay in 
the hospital. The average stay of patients oper- 
ated upon in the older way with peritoneal cavity 
opened is well over eight weeks, as opposed to 
about half that time in the above cases. Moreover, 
by keeping the wound free from infection the 
nursing and house staff are spared a lot of unneces- 
sary work and the patient a great deal of discom- 
fort. 


PERIANAL INFECTION. 
Davip A, Kraker, M.D., 


Proctologist, City Dispensary; Attending Physician, City 
Hospital, 
Newark, N. J. 


_A discussion of perianal infection can be made 
to include all types of infection in this region, but 
I shall consider here only that type of infection in- 
volving the deeper structures and developing 
abscess. 

Infection of the tissues in the perianal region is 
a very frequent occurrence. It is my purpose to 
direct attention to the importance of more direct 
treatment of these comparatively simple conditions 
on the part of the general practitioner. Physicians 
as a rule are inclined to treat rectal conditions “in- 
directly” ; examination of these parts as a rule is 
neglected, and simple infections are allowed to de- 
velop into serious ones before treatment is insti- 
tuted. 

The anatomical structure of the tissues sur- 
rounding the rectum, its vascularity, the liability to 
infection, ‘trauma either internal or external, the 
presence of indigestible food remnants within the 
bowel, irritation externally the result of discharges, 
the constant presence of pyogenic bacteria from the 
stool, the plentiful lymphatic supply, all tend to be- 
come producing factors in infection and inflamma- 
tion in this region. 

A simple infection of the hair follicle not prop- 
erly treated will extend into the deeper structures, 
the pus burrowing its way between the tissues and 
into the intracellular spaces, the pressure breaking 
down the cell wall and an abscess cavity resulting. 
Abscess in this region is usually designated by its 
location in relation to the surrounding structures. 
The designations as given by Tuttle are classical for 
proctologists. This list is here omitted for it is 


my object to be brief and to direct attention to 
treatment. A neglected furuncle will act as a nidus 
for greater infection, it involves the cellular tissue 


_and spreads rapidly, pus forming quickly, with the 


production of pain, swelling and a rise of tempera- 
ture, associated with loss of appetite and malaise. 
The ordinary treatment prescribed—the use of anti- 
phlogistics of every kind—eventually produces a 
rupture of the skin surface with the consequent re- 
lief of pain; or an incision may be made by the 
physician before rupture with the result of relieving 
the acute symptoms but unfortunately this is the 
time that more trouble starts. If spontaneous rup- 
ture occurs without the aid of a doctor the patient 
stops treatment, the discharge continues, the pus— 
because of insufficient drainage—burrows into the 
surrounding tissue in the line of least resistance, 
which is toward the rectal wall, occasionally rup- 
turing through into the lumen of the bowel and 
producing a fistula. The sequence just described 
occurs frequently even when the patient has had 
treatment by a physician; in this circumstance it is 
due to the fact that the incision was not sufficient 
to effect proper drainage and that no after-treat- 
ment was kept up to maintain drainage and allow 
for healing by granulation. 

The reluctance with which the average physician 
examines the parts about the anus, is explicable 
only as either from carelessness or from estheticism 
and this in the face of the frequency in which 
gynecological and genito-urinary examinations are 
made. 


Infection of the perianal structures occurs fre- 
quently from trauma within the bowel; undigested 
food particles, constipation, hemorroids and proc- 
titis at times occasion the infection, through the 
bowel by irritation of the mucous membrane into 
the tissue beneath. The patient complains of fever, 
malaise, loss of appetite, rectal tenesmus; but he is 
constipated, this latter symptom being due to his 
reluctance to bring pressure to bear (intra-abdom- 
inal) upon the anus because of the pain resulting. 
The presence of a lump in the rectum is complained 
of. If digital rectal examination is made a swelling 
of the mucous membrane is felt ; if the anoscope is 
introduced pus may be seen, the cavity usually be- 
ing ruptured by either the introduction of the finger 
or the instrument; treatment of this type is often 
neglected as the relief from pain is spontaneous 


with rupture, and if more than the wall of the rec- 


tum is involved, and not properly cared for, fistula 


_ is the usual result. 


With the foregoing as a preliminary a brief dis- 
cussion of the treatment is in order. Prophylaxis 
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is as important here as in any other preventable con- 
dition. Furuncles should be immediately incised, 


-curreted and the cavity touched with pure phenol 


followed by alcohol, painting the surface with tinc- 
ture of iodine before making the incision. If this 
is done in each instance most abscess formations will 
be prevented. The patient should be cautioned to 
observe care in the toilet of these parts after stool 
for a few days after incision, using gauze wet in 
warm water rather than the usual paper. The 
practice of prescribing ointments for all rectal con- 
ditions as is the usual routine in general practice, 
is of little value, is uncleanly. It is part of the type 
of “absent” treatment usually given. It is of the 
utmost importance for the physician to realize that 
it is poor practice to prescribe for what he has not 
investigated. 


An abscess cavity, irrespective of location, re- 
quires the free evacuation of pus, and free and per- 
sistent drainage continued until the cavity has 
healed to the surface by granulation. If this is not 
done multiple abscesses are likely to occur and 
spread, fistulz result, and sinuses are formed which 
may and often do involve the whole buttock. Digi- 


,tal rectal examination should always be made when 


an abscess is found in this region, to determine the 
depth of the cavity in its relation to the skin surface. 
Incision should be made down to the pus and 
a grooved director passed. If there is an opening 
into the bowel the director is passed through and 
brought out at the anus. All the structures be- 
tween the director and the skin must be divided 
cleanly and thoroughly. down to the bottom of the 
wound, including the fibers of the sphincter muscle. 
If this muscle is divided at right angles there is no 
danger of incontinence, but care must be taken 
that the incision through the sphincter be made 
evenly and preferably with one incision, using a 
sharp heavy scalpel or, still better, one of the proc- 
totomy knives devised for this purpose by Gant 
and others. Incontinence is the result of irregular 
scar formation within the sphincter muscle and is 
due to irregularity in the cutting of the muscle and 
occasionally to hearing the muscle in forcible dilata- 
tion under general anesthesia. 

Local anesthesia should be employed. !f the ab- 
scess is subtegumentary and fluctuating, the skin 
thin, bulging and tender, the use of ethy! chloride 
spray is sufficient to render incision comparatively 
painless. In the deeper situated forms, one may 
use procain one-half per cent. with adrenalin in- 
jected subcutaneously, anesthetizing the tissues over 
and around the abscess; and it is my practice to in- 
ject the sphincters as well, in the event that the 


cavity involves the bowel. The deeper structure 
and the mucous membrane of the bowel are in- 
jected with a solution of quinine and urea hydro- 
chloride which produces complete anesthesia. In- 
cision should be crucial in type and at least 2 to 3 
centimeters each way, so that the wound will stay 
open, drainage be assured and the reprehensible 
practice of squeezing the tissues about the cavity 
to empty the pus avoided. This practice is general 
and necessary when incisions are too small. It only 
increases the infection by breaking down the nat- 
ural defense which has localized the condition. The 
use of irrigations with hydrogen peroxide is also_ 
bad surgery, the pressure produced by the libera- 
tion of oxygen in the cavity tending to force the pus 
and bacteria further into the tissue, breaking down 
the intracellular tissue and destroying the natural 
defense of the surrounding structures. Irrigation 
of the cavity with normal salt solution, or mag- 
nesium sulphate solution is all that is needed. Light- 
ly pack the cavity with 10 per cent. balsam peru in 
glycerin gauze, being careful to pass a grooved di- 
rector through the complete length of the wound 
each day to prevent the development of pus pock- 
ets in the bottom. If the sphincters have been 
divided the daily packing should be made by pass- 
ing the gauze through the anal opening and down 
into the wound. Owing to the vascularity of the 
structures and their natural resistence to infection, 
these conditions heal readily by granulation and 
with generally good results. 

In conclusion, the principle of prophylaxis should 
be foremost in mind, furuncles, though slight, 
should be treated. If an abscess exists free drain- 
age with careful after-treatment until healing is 
complete should be the rule; above all, the physician 
should remember that treatment of symptoms in 
any part of the body without personal visual exam- 
ination is careless practice. 


TuBERCULOUS FiIsTULA IN ANO. 

Whenever there is even a suspicion of tubercular 
disease, the operation should be performed with a 
Paquelin cautery instead of a knife. The cautery 
is heated to a white heat, that the blood vessels and 
lymphatics be sealed up and the tubercle bacilli 
destroyed to prevent infection. 

Even though the cautery be used instead of the 
knife, the encircling cicatricial wall must not be 
broken down. The granulating lining wall is to be 
completely burned up with the cautery, and the 
overlying structures seared through to allow per- 
fect drainage—Cuartes J. Drueck in the Mis- 
sissippit Valley Medical Journal. 
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TION UNDER LOCAL ANESTHESIA. 
Louis J. Hirscuman, M.D., F.A.CS., 


Detroit, Micu. 


There was a time not so many years ago when 
the discussion of any surgical procedure under local 
anesthesia had to open with a preamble. This con- 
sisted of all the arguments that the author could 
muster, why local and not general anesthesia should 
be employed in the majority of proctologic opera- 
tions. Today, however, thanks to the progressive- 
ness of the American surgeon, local anesthesia is 
the method of choice in a great many different fields 
of surgical endeavor. One has but to note the 
medical history of each succeeding year, to observe 
the rapid strides of this safest of all anesthesias. 

In the last twenty years, the proctologist has 
been one of the foremost in the use of local anes- 
thesia in his work and today in many proctologists’ 
hands, it is the anesthetic of choice in ninety per 


Fig. 1—Typical case of internal prolapsing hemorrhoids, suitable 
for local anesthesia. 


cent. of his operative work. While practically 
every operation in the realm of proctologic surgery 
can be performed under local or regional anesthesia, 
there is nothing which has responded more satis- 
factorily to surgical relief under local anesthesia 
than the radical treatment of hemorrhoids. 

In order to secure the best and most permanent 
results, the proctologic surgeon must endeavor in 
every possible way to so simplify his technic as to 
be able to safely and painlessly do as thorough an 
operation as would be possible under general anes- 
thesia. That this can be done and has been done 
for many years, is now so evident that what will be 
said regarding the technic of the operation em- 
ployed by the author, will be taken for granted to 
mean that local and not general anesthesia is em- 
ployed. 

Of much importance is the attitude of the sur- 
geon himself towards the patient and the operation 
and the surroundings amid which the operation is 


A SUCCESSFUL HEMORRHOID OPERA-. 


performed. The surgeon must be able to choose 
his case with due regard to the type of anesthesia 
suitable to the individual case. There are patients 
with hemorrhoids in whom, on account of their 
mentality, anything short of complete unconscious- 
ness will not suffice, no matter how simple the 
operation. 

Among the things to be considered in the treat- 
ment of hemorrhoids under local anesthesia, are 
the following : The knowledge of various local anes- 
thetics with the contraindications to their use; the 
temperament of the patient and the surroundings in 
which the operation is to be performed; the type 
and the extent of the diseased condition ; the technic 
of the operation and its probable duration. 

The surgeon and his assistants must always be in 
that frame of mind where the fact is never lost sight 
of that the patient is conscious and with his mind 
focused on the great event—his operation. The 
attitude of the surgeon and assistants, their conver- 


Fig. 2—Point of puncture for blocking lesser sphincteric nerves. 


sation with each other and with the patient, are all 
noted by the patient with a resultant good or bad 
effect as the case may be. . 

Some surgeons with properly equipped operating 
and rest rooms are able to and do perform opera- 
tions for minor cases of hemorrhoids in the office. 
sending the patient to their homes later on. It 
stands to reason that no matter how simple it may 
appear, to the patient it is important and the latter's 
appreciation is undoubtedly enhanced when it is 
done amid the proper hospital surroundings. 

In the preparation of a patient for the removal 
of hemorrhoids under local anesthesia, one should 
be just as thorough as in the preparation for the 
administration of a general anesthesia. The 
patient should enter the hospital twenty-four hours 
before the operation if possible and be limited to a 
fluid or assimilable diet. If a cathartic is to be 
administered, this should be done at least twenty- 
four hours before the time of operation. If one is 
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not in the habit of operating in the forenoon then 
on the preceding afternoon and four hours before 
the operation, the bowels should be cleansed by 
means of enemas. The patient can partake of a 
cup of hot coffee or other fluid up to and within 
one and one-half hours of operation. 

In personal practice from fifteen to twenty-five 
grains of chloretone with or without one-fourth 
grain of morphine is administered with some ‘hot 
fluid, one and one-half hours before operation. In 
lieu of this, forty-five minutes befofe the time of 
operation, a hypodermatic injection of one-sixth to 
one-third grain of morphine, with from 1/150 to 
1/175 grains of hyoscin, is administered. The use 
of a preliminary narcotic is of the utmost import- 
ance. It allays the fears of the apprehensive 
patient, it delays somewhat his reaction to sight and 
surroundings and puts him in at least a quiescent 
frame of mind towards the operation itself. The 
patient is not asleep during the operation but on his 


Fig. 3—Circumanal infiltration with apothesin solution. 


return to his bed usually falls asleep within a few 
minutes. This, I believe, is of as much importance 
as the blocking of painful sensations during the 
operative procedure. From the time of the admin- 
istration of the pre-operative narcotic, the patient is 
kept as quiet as possible. His room is darkened, 
friends and relatives are not permitted to visit and 
with the exception of his partaking of some drink- 
ing water or perhaps a few puffs of a cigarette, he 
is kept absolutely quiet. 

He is taken to the operating room with as little 
disturbance as possible. The arrangement of the 
operating room is very important. The success of 


“an operation with local anesthesia may be rendered 


entirely void by inattention to details. The strict 
observance of silence by all taking part in the oper- 
ation is essential. 

The operating room should be fully prepared as 
far as possible before the entrance of the patient. 
Whatever conversation is imperative, should be 
carried on in a whisper and the handling of instru- 


ments and utensils should be so carefully done that 
no noise is caused. The author uses signs and sig- 
nals by gesture in indicating the instruments, dress- 
ings, etc. 

The operating table should be covered with a 
thick pad or mattress which is well warmed and in- 
struments and other paraphernalia should be cov- 
ered and out of the patient’s sight on his entrance 
and at no time during the operation should anything 
suggestive of the operation, be seen by the patient. 
His ears are stuffed and a mask worn over his eyes. 
He is placed in the left lateral or Sims’ position, 
which is the most comfortable for the patient, 
surgeon and assistants. As many pillows are al- 
lowed as needed, in fact anything that will tend to 
make the operation more comfortable and easy, is 
used. There is no attempt made to tie or strap the 
patient in any way: The assistants, nurses and 
interns should never lose sight of the fact that the 


Fig. 4—Sphincter relaxation after infiltration with local anesthetic. 


patient is not asleep and that while pain sensations 
are inhibited, the tactile sense remains wherever the 
surgeon touches him. The patient and his tissue 
should be handled as little as possible and when 
necessary to handle them, this should be done with 
“respectful gentleness.” 

Many anesthetics are used in the production of 
local anesthesia and it is largely a question of indi- 
vidual preference. I prefer the American-made 
preparation called, Apothesin and use it in .5% 
solution in the following manner: 

After the skin surface has been prepared by the 
alcohol-iodine method without shaving, a point one- 
half inch posterior to the posterior commissure of 
the anus is either pinched or touched with a swab 
moistened with phenol. A 30 c.c. all metal syringe 
armed with a three-inch flexible steel needle (22 to 
26 gauge), filled with anesthetic solution, is em- 
ployed. A quick thrust at the phenolized point 
precedes the anesthesia. The syringe should be 
held in such a manner that constant pressure is 
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maintained on the piston by the palm of the hand. 
After insertion, the solution is distributed in a U- 
or V-shaped manner around the posterior third of 
the anal circumference in such a way as to produce 
pressure on the posterior sphincter nerves which 
enter at the juncture of the posterior and middle 
thirds of the sphincter. Subcutaneous infiltration 
should be carried out until the anus is completely 
surrounded by a ring of artifically produced edema. 
One should carefully avoid injecting the solution 
into the skin itself. 

Above all things, when local anesthesia is being 
used, the surgeon must not be in too much of a 
hurry to start his operation. A three- or five- 
minute pause after the injection will greatly en- 


rfect exposure obtained by anal 


Fig. 5—Anesthesia complete and : 
ennington forceps. 


eversion with four 


hance the value of the anesthesia. The failure to 
produce satisfactory results by some surgeons has 
_been due to their anxiety to proceed before com- 
plete anesthesia had been induced. 

Circumanal anesthesia being now completed, the 
surrounding skin should be grasped at the four 
points of the compass with the Pennington triangu- 
lar forceps. 
everts the anus and exposes internal hemorrhoids 
if they have not already been prolapsed. A request 
to the patient to strain at this time will assist in 
extruding the hemorrhoids. These, in turn, are 
now injected with .5% solution of apothesine or if 
one prefers, quinine and urea hydrochloride of the 
same strength. A sufficient quantity of the solu- 


hoids to distend them one-half inch beyond their 
junction with normal mucosa. 

It will be noted that I have said nothing about 
dilating the sphincter or the use of the rectal 


The traction on these four forceps: 


tion must be injected into the body of the hemorr- 


speculum. If the above is consistently carried out 
in the post- and circumanal injections of the anes- 
thetic, the sphincter relaxes without any effort on 
the surgeon’s part. The use of the four everting 
forceps exposes the entire operative field in a much 
more satisfactory manner than could ever be ac- 
complished by any rectal speculum or retractor. 

If quinine-and-urea has been used as an anes- 
thetic then it is necessary to wait for ten minutes 
for anesthesia to become complete. Otherwise one 
can proceed at once with the operation. 

The technic which I have used with the utmost 
satisfaction for many years is as follows: The most 
dependent hemorrhoid is grasped with a special 
forceps devised for the purpose, and’ drawn down 


Fig. 6—Passing ligature at juncture of hemorrhoid with normal 
mucous membrane. 


in its long axis, then a right-angle-curved blunt- 
pointed ligature carrier threaded with No. 2 catgut 
is passed into, underneath and around the hemorr- 
hoid at its juncture with healthy mucous membrane. 
The ligature is tied, being pushed up by the finger 
of one hand during the tying process. One end of 
the ligature should be left fourteen inches long and 
the other about six inches. Next, the anterior 
hemorrhoids are ligated in the same manner, then 
the posterior and upper in the order named. By 
ligating all the hemorrhoids in this manner before 
excising them, operative hemorrhage is either pre- 
vented entirely or reduced to a minimum. 
Returning now to the hemorrhoid first ligated, 
this can be seized with the author’s forceps and 
with sharp-pointed scissors curved on the flat, is 
excised from without inward, care being taken to 
remove all the hemorrhoid, saving as much of the 
normal mucosa as possible. Later any redundancy 
can be trimmed before the operation is completed. 
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The pile is now cut away one-fourth inch below 
the ligature, the ligature being held toward the 
opposite side of the patient away from the hemorr- 
hoid being excised. This keeps it away from the 
wound and it cannot be accidentally cut. 

Next, with the curved scissors and sharp-pointed 
forceps, the pile mass is carefully dissected. The 
thrombosed vessels are removed down to the 
sphincter if necessary. The exposure of the dis- 
eased vessels making up the hemorrhoid is aided by 
the upward and outward pressure of the surgeon’s 
fingers on the external skin beneath the hemorrhoid. 
The wound is better left open and nothing more 
need be done to it except trimming of the excess 
mucous membrane so as to allow a longitudinal 
wound to remain. If there is any oozing, the long 
end of the ligature can be made to act as a suture 


Fig. 7—Technic of excision of hemorrhoidal tissue with conservation 
of mucosa. 


by threading it into a small curved needle, and the 
wound sewed with a continuous running stitch. 
The threaded end of the catgut can be tied to the 
short end of the ligature which further draws up 
and contracts the wound. The other hemorrhoids 
are removed in a similar manner in the same order 
in which they were injected. 

To insure good post-operative anesthesia the in- 
jection of quinine and urea solution can be made 
under each line of suture. A firm perineal dress- 
ing is applied, the only application to the wound 
being plenty of petrolatum. If good sphincteric 
anesthesia has been obtained one need have no fear 
regarding post-operative pain. Should the patient, 
however, suffer at all after the operation, the ad- 
ministration of sufficient morphia to relieve him is 
of the most important services that can be rendered 
by the surgeon. The amount of morphia admin- 


istered in the first twenty-four hours after the op- 
eration should be governed by the real needs of the 
individual patient and not by a dose-book. After 
the first day, morphia or any form of anodyne or 
opiate is not indicated if one carefully follows the 
technic outlined above. 

With only slight modifications and refinements, 
this technic has been used by me for over fifteen 
years. The results have been so extremely satis- 
factory that it is recommended to those of the pro- 
fession who desire a simple, satisfactory and thor- 
ough operation for the permanent relief of internal 
hemorrhoids under local anesthesia. 

KresGE BUILDING. 


THE ROENTGEN RAY IN THE DIAGNOSIS 
OF ILEO-CECAL VALVE INSUFFICIENCY. 
E. ReissMAN, M.D., 


Roentgenologist, Newark Memorial Hospital; Consulting 
Roentgenologist, Perth Amboy City Hospital, 
Newark, N. J. 


The ileo-cecal valve is situated between the caput 
coli and ascending colon, and about one inch above 
the valve of the appendix. Undoubtedly its func- 
tion is to prevent a too rapid ascension of the food 
into the colon and also to prevent a return into the 
caput coli and ileum. It is obvious that the occur- 
rence of either, or both, would be a derangement of 
the normal intestinal mechanism which, if constant, 
must affect the health of the individual. It is not 
safe to infer that an incompetency resulting from 
an enema, introduced with great‘ hydrostatic pres- 
sure, is a pathological condition nor is it wise to de- 
duce that an incompetency of the ileo-cecal valve 
giving no intestinal symptoms is significant of a 
serious derangement even if it is an abnormal 


function. 


In some of the army camps during the recent 
war, it was found that the large majority of enemas 
introduced resulted in a return flow into the ileum. 
This can be explained on the theory that the roent- 
genologists and gastroenterologists were not accus- 
tomed to give enemas under carefully regulated low 
pressure. 

Groedel, Case, Holzknecht and many others, in 
their study of the intestinal tract, see in an incom- 
petent valve a derangement of the normal function 
which merits consideration; while others, equally 
numerous, disregard it as a clinical entity. 

The writer has made it a rule, based upon no 
scientific research, but upon abundant clinical ex- 
perience, to consider incompetency of sufficient im- 
portance only when correlated with vague abdom- 
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inal symptoms and where no other lesions can be TRAUMATIC ULCER OF THE RECTUM, 


determined roentgenologically. 

That ileo-cecal incompetency will produce symp- 
toms from which the patient suffers considerable 
annoyance is undoubtedly a fact and is well illus- 
trated by the following case, which is only one of 
a large number: 


Miss H. S., a nurse, forty-four years old, was re- 
ferred by a gastro-enterologist for an intestinal ex- 
amination, January, 1918. She complained princi- 
pally of abdominal distension and pain reflected to 
the left side. Roentgen examination of the colon 
by enema showed a return flow into a large portion 
of the ileum and its terminal end closely approxi- 
mated to a contracted cecum. No other defects 
were seen. The Roentgen findings were, incom- 
petency of the ileo-cecal valve with adhesions at 
the cecum and terminal ileum. The patient was re- 
ferred to a surgeon who, unfortunately, considers 
ileo-cecal incompetency of no significance. He op- 
erated without giving the valve condition any or 
sufficient attention. At least the result was unsuc- 
cessful. The symptoms persisted. Five months 
later, getting no relief, the patient was re-examined 
and the original defect was again demonstrated. 
The patient was again operated upon by another 
surgeon who performed a Kellogg operation with 
success. To confirm the diagnosis and the mechan- 
ical result of the operation, a barium enema was 
given on October, 1918, and no return flow was ob- 
served. The patient has been well to date. 


The introduction of a barium enema for Roent- 
gen examination is of sufficient importance to merit 
a description. 

Because of the weight of the barium (8 ounces) 
and the quantity of, water, which must not be more 
than just enough to produce only slight distension, 
great care must be exercised. The tube is intro- 
duced into the rectum not more than 1 to 1% inches 
in order to avoid spasm; the container is held 2 
feet or less above the patient and the flow is regu- 
lated by manual compression. The enema is slowly 
introduced with occasional intervals of cessation to 
permit the fluid to slowly gravitate upward. When 
complaint is made of pressure, not at the rectum 
but at the upper abdomen, the current is shut off. 

An enema given with a proper degree of caution 
and under constant control will not produce an ileo- 
cecal incompetency in a normal colon. 

Tleo-cecal incompetency as a result of chronic ap- 
pendicitis, perityphlitis, etc., is secondary and is not 
discussed here. 

2 LoMBARDY STREET. 


Hot rectal irrigations through a two-way tube are 
helpful in the treatment of acute gonorrheal pros- 
tatitis. 


WITH SYMPTOMS SIMULATING 
SACRO-ILIAC AFFECTION. 
A CASE REPORT. 


‘Harry GotpMAN, M.D., 
Proctologist to the Frauenthal Clinic, 


New York Criry. 


Mrs. D., aged 46, two children, normal confine- 
ments. Never had serious illness or injury. About 
one month before she came under our care she 
began to feel pain in the region of the left sacro- 
iliac joint extending down the thigh and leg, which 
was exaggerated whenever her bowels moved and 
continued for a time after the movement. The 
pain was getting worse and she consulted a phy- 
sician who made a diagnosis of sacro-iliac affection, 
and explained that the hard stool passing the af- 
fected part increased the suffering, so he prescribed 
calomel to liquify the movements and advised rest 
in bed for a few days and promised to put her 
in a jacket in the near future. The purgative 
caused frequent, irritating movements and the pain 
became almost continuous. 

Examination of the sacro-iliac joints was nega- 
tive, and pressure over the sciatic nerve was not 
painful. 

Following the regular procedure in Frauenthal’s 
Clinic where all cases of indefinite pain in the back 
and leg are sent to the rectal department for exam- 
ination, this patient was referred for proctoscopy. 
This showed a long, narrow superficial ulcer on 
the posterior rectal wall about five inches from the 
anal orifice. On removing the instrument the pa- 
tient complained of the same severe pain as when 
having a bowel movement. I ascribed the scratch 


_to the passage of a foreign body such as a fish bone, 


but found that previous to the onset of pains, she 
lost and possibly swallowed a large inlay from one 
of her molars. The molar cavity was large and 
irregular with a number of undercuts, so that the 
inlay had a number of sharp spurs, one of which 
had cut the rectal mucosa when passing out with 
the stool. The recto-sigmoid juncture is opposite 
the left sacro-iliac joint, and the meso-sigmoid and 
meso-rectum are attached opposite the joint; and I 
believe that in this case the pain was reflected 
through the superior hemorrhoidal nerves of the in- 
ferior mesenteric plexus and branches of the sacral 
plexus which is the innervation of that portion of 
the rectum which was affected. 

Constipating the patient with opiates, and a few 
local applications of silver nitrate cured her. 
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RECTAL EXAMINATIONS. 


Readers of the articles contributed to this issue 
of the JoURNAL will, we are sure, be impressed with 
the statement repeated in several of them that very 
many of our colleagues neglect to examine the 
rectum of their patients even in conditions, such as 
those described in these articlés, where the symp- 
toms point clearly to an affection of the rectum or 
anus. Though we know it to be true, it is hard to 
understand why so many physicians fail to avail 
themselves of the information—negative or other- 
wise—that may be revealed by a simple digital ex- 
ploration of the rectum. It is a most valuable aid 
in securing a knowledge not merely of processes 
within this canal but also of those that may be go- 
ing on in the pelvic organs and tissues about the 
rectum, Many times, in otherwise obscure diseases 
or complications, simple palpation through the rec- 
tum at once establishes the diagnosis! 


CANCER OF THE RECTUM. 


Rectal carcinoma does not extend early; it tends 
for a long time to remain localized. This fact 
would make its radical removal a very hopeful un- 
dertaking if the growth were discovered promptly. 
Unfortunately, however, as with other cancers in 
concealed portions of the body, carcinoma in the 


large bowel is usually not noted until it has ad- 
vanced to ulceration or grown large enough to be- 
come obstructive. 

We have come to recognize that extirpation of 
the rectum by the sacral route only often fails to 
cure, even in apparently well localized cancers, be- 
cause metastases in the retroperitoneal lymph nodes 
or in the liver are not revealed to the surgeon. 
Only by abdominal exploration—whether or not 
the “combined operation” is performed—can the 
surgeon assure himself either of the operability of 
a rectal cancer, or of the extent of the procedure 
needed to effect radical treatment. 

Gynecologists have suggested that women submit 
themselves to periodic examinations in order to dis- 
cover uterine cancers in their incipiency. When the 
public has learned the advisability of routine physi- 
cal examinations at stated intervals, digital explor- 
ation of the rectum as part of that examination 
will reveal neoplasms at a period in their develop- 
ment when surgery can give greater assurance of 
their cure. 


Surgical Suggestions 


Diverticulosis is most common in the sigmoid but 
it may occur elsewhere in the colon or in the rectum. 


Diverticulitis may much resemble, in clinical and 
physical signs and in roentgenographic appearance, 
a carcinoma. The differential diagnosis can then - 
be made by means of sigmoidoscopy and removal 
of a bit of tissue. 


Diverticulosis of the sigmoid, adherent to the 
bladder (peridiverticulitis) may manifest . itself 
chiefly by urinary symptoms; the urine, however, is 
clear unless the lesion perforates into the bladder. 


A diverticulitis giving but scant symptoms may 
nevertheless be the primary cause of an abscess of 
the liver. 


All cases of diarrhea, of mucous or bloody evacu- 
ations, of obstipation that do not promptly subside 
under medical treatment, should be investigated for 
a gross lesion of the bowel—by roentgenography, 
proctoscopy and sigmoidoscopy. 


Pituitrin injected intramuscularly or intraven- 
ously is life-saving in some cases of post-operative 
“ileus.” 


ae 
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Surgical Sociology 
Ira S. Wile, M.D., Department Editor 


INCORRECT STATISTICS OF INTESTINAL 
CONDITONS. 


From the standpoint of the student of morbidity, 
the lack of adequate statistics on the frequency of 
disease states is discouraging. For the most part, 
reliance must be placed upon the study of mor- 
tality figures, save in so far as data are procurable 
relative to reportable diseases, particularly those of 
a contagious nature. 

For accurate conclusions, dependence must be 

placed upon the precision and reliability of phy- 
sicians’ reports as entered upon death certificates. 
Failure to enter upon death certificate qualifying 
terms leads to error in the classification of death 
on the basis of causation. Frequently several items 
are entered upon the death certificate but only one 
can be registered as the cause of death, and the 
question often arises as to which was the chief 
or primary factor concerned. Frequently an ef- 
fort is made to differentiate morbid conditions as 
the real cause of death or the contributary cause, 
but as these terms possess different meanings to 
various physicians, bureaus of registry are placed 
in a quandary as to the exact interpretation of the 
real cause of death. 
In its effort to check up the cause of death and 
to emphasize the necessity for precise and complete 
information, the Bureau of Census has sent queries 
to physicians to elicit further information regard- 
ing conditions which lack the clearness necessary 
for trustworthy statistical compilation. 


During 1917, 43,876 queries were transmitted for 
further light upon the causes of death as reported. 
The value of this is evidenced from the fact that 
4.1% of all death statistics demanded this special 
inquiry, as a result of which 52.5% of the cause 
of death questioned, were placed under a classifi- 
cation other than that suggested by the original 
death certificate. 


As an evidence of the importance of accuracy, 
it is interesting to note that ulcer of the stomach, 
for example, would have been classified originally 
under a variety of terms, such as cardiac dilatation, 
pulmonary abscess, gastritis and indigestion, peri- 
tonitis, Bright’s disease, nephritis, anemia. Appen- 
dicitis and typhlitis would have been classified in 
159 instances as croup, septicemia, sepsis, blood 
poisoning, cerebral abscess, meningitis, cardiac dila- 


tation, broncho-pneumonia, pneumonia, pulmonary 
congestion, pulmonary abscess, gastritis, gangrene 
of intestines, peritonitis, nephritis, uremia, salpin- 
gitis. Hernia has been masked as septicemia, car- 
diac insufficiency, pneumonia, acute indigestion, 
septic peritonitis, senility, anasarca and exhaustion. 

Intestinal obstruction has been unsatisfactorily 
reported as septicemia, auto-intoxication, paresis, 
convulsions, cardiac dilatation, broncho-pneumonia, 
acute indigestion, peritonitis, Bright’s disease, 
senility, and heart failure. 

Other diseases of the intestines as interpreted in 
the International List of Causes of Death, would 
have been hidden under the classification of blood 
poisoning, auto-intoxication, hemiplegia, convul- 
sions, hemorrhage, broncho-pneumonia, gastritis, 
peritonitis, Bright’s disease, asthenia, senility, ned 
heart failure. 


_ These illustrations by no means include all the 
changes in classification that were involved in 
diseases of the intestinal tract. It takes mo cog- 
nizance of intestinal parasites, diarrhea, enteritis 
and tuberculosis or cancer of the bowels. Cancer 
and other malignant tumors of the peritoneum, in- 
testines and rectum were apparently accurate as 
only four alterations were required from the record 
of peritonitis, uremia, and senility. 

It is impossible to present full figures upon proc- 
tological conditions in as much as the intestinal 
tract is not subdivided along physiologic or an- 
atomic lines. There is a need for more definite in- 
formation concerning proctological conditions both 
in connection with the primary appearance of 
disease and the secondary manifestations, the re- 
sults of medical treatment, and the immediate and 
distant results of operative intervention when re- 
quired, together with a comparative résumé of the 
effects of a variety of operative procedures as re- 
lated to cure, paliation and return to local and gen- 
eral functional ability. 

The real check upon surgical and medical meth- 
ods must be based upon careful statistical records. 
The difficulties in securing accurate certificates of 
death suggest a similar lack of clear understanding 
of causation as reflected in diagnosis. For this 
reason more careful attention should be devoted to 
the statistical phases of hospital, dispensary and 
private work. If proctologists were to clear up 
the moot questions in their own specialty, they 
would be setting an excellent example for their col- 
ieagues in other specialties, and would advance in 
numerous ways our exact knowledge concerning the 
origin, course and results of morbid conditions in- 
volving the sigmoid and rectum. 
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Progress in Surgery 


_ A Résumé of Recent Proctologic Literature. 


Observations Upon Internal Piles. W. Ernest MILEs, 
London, England. Surgery, Gynecology and Obstet- 
rics, November, 1919. 


Miles presents a very thorough exposition of the anat- 
omy, pathology and treatment of internal piles. The old 
classification of piles he believes to be of no practical 
value, vsz., the arterial, venous and capillary. An internal 
pile consists of a conglomeration of bloodvessels in the 
submucous tissue of the anal canal and the lower part 
of the rectum, which have become large and tortuous, and 
whose coats have undergone pathological change, partly 
hypertrophic and partly fibrotic. Arteries, capillaries and 
veins, simultaneously participate in the change, so that 
any given internal pile is made up of a mixture of three 
kinds of altered bloodvessels. Internal piles are progres- 
sive in development and pass through three distinct stages: 
(a) primary, (b) intermediate, and (c) final. In the 
primary stage, the pile is small and covered with healthy 

red mucosa. It is not long enough to protrude. The 
only symptom at this stage is hemorrhage, often profuse 
and repeated. The blood passed is usually bright red in 
color. In the intermediate stage the pile, due to con- 
stant traction ‘during defecation, becomes elongated, and 
protrudes during defecation. It is now increased in 
bulk, due to increased dilatation of the vessel, and exuda- 
tion imto the areolar tissue. The mucosa becomes thick- 
ened with the result that there is less bleeding, and the 
mucosa also loses some of its red color. Reduction is 
spomatameous as soon as defecation ceases. Bleeding is 
less frequent and profuse. At this stage, the pile can be 
felt as a thickened longitudinal fold, and can be seen to 
protrude when. the patient forcibly strains down. In the 
final stage, the protrusion is continuous and reduced with 
dificulty, often requiring manual reduction after defeca- 
tioa. Slight increases in abdominal pressure, due to 
sneezing, coughing, etc., are sufficient to cause the pile 
to protrude. It has increased in size, due to an increased 
amount of connective tissue, the mucosa is thickened and 
tough and presents a purplish hue. Bleeding seldom occurs, 
unless due to traumatism. The piles may exist in all three 
stages in the same patient at the same time. 

‘When every possible internal pile has developed there 
are usually only seven present. This is due to the fact 
that there are four branches of the superior hemorrhoidal 
artery on the right side and three on the left. In about 
70 per cent. of the cases only three or four piles are 
present. The full complement of seven is rarely seen. 
The distribution of the vein is similar to that of the ar- 
teries. They arise in a minute plexus which is found in 
the submucosa of that portion of the anal canal which 
is bounded above by the valves of Morgagni and below 
by the white line of Hilton. This zone is known as the 
pecten. Miles speaks of primary and secondary piles. 
Primary piles are those developing in the first or larger 
branches; secondary piles are those developing in the 
secondary branches of the superior hemorrhoidal artery. 
Since the anatomical position of the branches of the supe- 
rior hemorrhoidal artery is constant, the piles which 
develop in connection with them preserve an invariable 
position relative to the circumference of the anal canal. 
The primary piles are (1) right anterior, (2) right 
posterior, (3) left internal, corresponding to the three 
primary branches of the artery. This is borne out clinic- 
ally by the fact that in 70 per cent. of the cases, the 
combination of piles occurs. Two secondary piles may be 
connected with the right posterior, or left internal. There 
are none connected with the right anterior. The secondary 
piles are usually closely associated with the primary. 
Therefore when performing a ligature operation, it is 
never necessary to apply more than three ligatures, even 
when seven or eight piles are present. 

As the result of continuous congestion in the pecten 
zone, there is a deposit of fibrous tissue which the author 
has termed the pecten band. This can be felt like a 


rubber umbrella ring under the skin at the anal margin. 
Two symptoms are directly due to this band, viz., the 
difficulty in emptying the rectum completely, and diminu- 
tion in the caliber of the feces passed, the motions being 
voided in short pieces. The band is also responsible for 
= straining at stool, and for the strangulation of large 
piles. 

Treatment in the early stage should be palliative. The 
indications for operation are copious and recurring hemor- 
rhage, and uncontrollable protrusion. The author prefers 
the ligature operation to any of the others. As a first 
step he divides the pecten band by a small posterior in- 
cision, because this band cannot be stretched to allow 
exposure of the piles. The piles are now exposed and 
pulled down by slight traction. A V-shaped flap of skin 
is raised at the muco-cutaneous junction at the location 
of the primary piles, and a ligature tied in the groove 
as high up on the pile as possible. Three ligatures are 
tied corresponding to the location of the primary piles. 
The piles are then replaced without excision. The prep- 
aratory and after-treatment correspond with the well- 
known methods. Cures should be 100 per cent. The 
author has operated over 5,000 cases. There is no loss 
of blood, and edematous tags of skin are not lett behind. 


A Case of Tuberculous Hemorrhoids, with Ulcer of 
the Tongue. Frank Smiruies, Chicago. Quarterly 
Medical Clinics, 1919 


This interesting case had a history of nine months’ 
duration. The first symptoms were a few hemorrhoidal 
projections. These were followed by bleeding, and the 
gradual formation of a large peri-anal ulcer. One week 
before examination by the author, the patient developed 
a sore on the tongue, of an herpetic character, Examina- 
tion of the tongue showed a shallow, oral ulcer near the 
tip, with ragged edges, and covered by a greyish, yellow, 
easily bleeding membrane. There was a large peri-anal 
ulcer, involving two-thirds of the peri-anal zone, and ex- 
tending into the right buttock, with areas of necrosis and 
exuberant granulation tissue. This ulcer was very pain- 
ful and also bled easily. Sections from the tongue ulcer, 
showed enormous numbers of tubercle bacilli. The lungs 
showed evidence of old tuberculosis. Repeated examina- 
tions of the peri-anal ulcer failed to show tubercle bacilli. 
The Wassermann reaction was negative. However, the 
peri-anal ulcer was undoubtedly of tuberculous origin. 
The subsequent history was disappointing. There was 
practically no improvement, after X-ray, cauterization or 
curettage, or medical treatment. 


Tuberculous Ano-rectal Fistulas. Report of Two Cases 
Showing . Secondary Lung Involvement and Late 
Clinical Evidence of Their True Character. S. Mor- 
TIMER Hitt and ArtHur A. Lanpsman, New York. 
Journal of the American Medical Association, March 


A tuberculous fistula has an external opening that is 
patent, irregular and usually larger in size than that of 
the simple variety. It is more or less insensitive to 
probing and manipulation; discharges a thin, dirty gray 
material, seldom thick or creamy, and the skin surround- 
ing it is bluish, undermined and unhealthy looking. The 
hair on the immediate neighboring parts is long, fine and 
silky; the buttocks are flattened, and the ischial tuberos- 
ities are prominent. While not all of these signs are 
present in every case, one or moré of them are regularly 
in evidence very early in the disease, thus putting the 
surgeon on his guard in making his prognostic and thera- 
peutic considerations. 

Exceptionally we may meet some cases, however, in 
which they are doubtful, delayed or absent, ‘in conse- 
quence of which it may not be recognized until late that 
we are dealing, not with a benign local infection, but with 
a serious general disease. ; 

Two such cases are reported. They both began with 
what appeared to be an ordinary abscess and fistula about 
the rectum, persisted for a considerable time without 
showing any signs that would lead one to suspect their 
true nature, and were followed by pulmonary involve- 
ment. 
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Clinical signs that would serve to distinguish between 
specific and nonspecific local lesions about the rectum 
may be late in making their appearance; consequently, 
laboratory examination should be resorted to as early as 
possible. 


The Treatment of Certain Types of Ano-Rectal Fistula. 
ArtHuR A, LANDSMAN, New York. Surgery, Gyne- 
cology and Obstetrics, March, 1919. 


‘The successful operative treatment of anorectal fistula 
has offered difficulties which are nothing short of surpris- 
ing, when we consider the brilliant achievements of the 
surgery of other regions. The end-results have been far 
from satisfactory, even at the hands of the most expert, 
judging by the frequency of recurrences. Every surgeon 
must recollect instances in which radical operation, appar- 
ently thorough and complete, has been followed by humili- 
ating failure. 

The author has observed that, under certain conditions, 
a complete ano-rectal fistula will heal and remain closed 
even if its internal opening is left undisturbed. His 
method is, to cut into one of the external openings, and 
connect all of the tracts of one side with each other by 
suitable incisions, break up all pockets, trim away scar 
tissue, exuberant granulations, and as much of the edges 
of the wound as appear dead, or badly infected, attend 
to hemostasis, and convert the wound into one single 
cavity with walls smooth and clean; then repeat the 
process on the other side, without, however, dividing the 
sphincter on either side. This procedure provides for the 
necessary drainage. The next step is intended to immo- 
bilize the parts by cutting through both sphincter muscles 
in the posterior median line, regardless of the location of 
the internal openings. This enables the parts to secure 
the rest they require to complete their healing, and does 
away with the necessity of the division of the sphincter 
on each side, in two different places. Moreover, the pos- 
terior incision is in a neutral position in respect to both 
fistulas, and will confer equal benefit to both, instead 
of much benefit to one, and but little to the other. It 
possesses the further advantage of enabling us to drain 
both ischiorectal fossz through a single opening, and is 
less liable to be followed by damage to the fibers of the 
external sphincter. Because of their anatomical arrange- 
ment, these can be practically split in this situation, in- 
stead of being divided transversely. The posterior in- 
cision does not injure any vital parts, and being in a 
more dependent position when the ‘patient is in bed, en- 
ables us to carry out drainage more easily; while ante- 
riorly there are important organs in both male and fe- 
male, besides dense fibromuscular structures which meet 
at the central tendon of the perineum, and are necessary 
to the integrity of the pelvic floor. Their division im- 
pairs the strength of the outlet, and causes sagging of 
the supporting muscles, an obvious objection in female 
patients. 

The rest of the treatment is carried out with the same 
painstaking care which should be the rule in all cases of 
fistula. Landsman tried the plan in a limited number of 
bilateral anorectal, and so-called horseshoe fistule, and 
would recommend its use in suitable cases. 


Diagnosis of Fistula in Ano. G. L. McWuakter, Chi- 
cago. Surgical Clinics of Chicago, April, 1919. 


The author quotes Tuttle’s figures to the effect that out 
of a series of 2,196 cases of fistula in ano, less than 45 
per cent. were cured. The reasons for the large per- 
centage of fai‘ures are, chiefly, failure to find the internal 
opening, overlooked pockets or collaterals, failure to re- 
move the pre-disposing cause, as for example, a pocket 
in a sinus of Morgagni, hemorrhoids or a prolapse, and 
lastly neglect in dressings. 

The usual cause of fistula in ano is a peri-proctal abscess 
which has been neglected, and after breaking open has 
formed a fistula which rarely heals’ by itself. The in- 
fection may be pyemic or due to tuberculosis or syphilis. 
In order to locate the tracts and openings before opera- 
tion, proctoscopy is necessary. Injections of methylene 
blue often aid in localizing the internal opening. The 


procedure of passing a probe through the tissues from 
the external opening, until felt under the miucous mem- 
brane, then pushed through to complete the sinus, should 
be condemned. 

In the treatment of fistula in ano, the general sur- 
gical principle rests upon the division of the tissue be- 
tween the fistula and the anal canal. This converts the 
fistula into an open gutter which may heal by granu- 
lation from the bottom. Care should be taken to cut 
through the sphincter muscles at right angles and not 
obliquely. In horse-shoe fistulae with multiple open- 
ings, an encircling cut is made in the skin and only 
one cut through the sphincter. 


A Simple Method of Controlling Secondary Hemor- 
rhage after Operation for Piles. R. Bruce James, 
Danville, Va. Virginia Medical Monthly, Janu- 
ary, 1920. 


The case of secondary hemorrhage reported did not 
admit of anesthesia or racking, or being disturbed in 
any way; to keep the patient alive until the hemorrhage 
could be controlled was no simple matter. James de- 
vised and quickly made a simple but effectual apparatus 
for controlling this hemorrhage without disturbing the 
patient, by slipping a rubber glove-finger over a glass tube 
three inches long, and wrapping the open end of the 
glove-finger securely around the near end of the tube, 
and attaching to the projecting tube a rubber bulb such 
as is used in a common atomizer. By inserting this 
rubber-covered tube between the sphincters and pumping 
in air, sufficient compression was produced to control 
the hemorrhage, with no pain or distress to the patient 
and without disturbing him in the least. A clamp was 
placed on the rubber tubing, and the apparatus was left 
in place for three days when on removing the clamp the 
air escaped and in an hour or two the apparatus had 
come away without the knowledge of the patient. 

This simple apparatus worked well in this case, but 
it is very defective in that one cannot tell while using 
it whether there be internal hemorrhage or not. — 
has therefore had made a tube that avoids this difficulty, 
and will allow any fluid or gas that collects in the rec- 
tum to pass out. The tube should be made of hard rubber 
with proper stop cock attachment. 


Five Interesting Cases in Rectal Pathology. GranvILLe 
S. Hanes, Louisville, Ky. Mississippi Valley Med- 
ical Journal January, 1920. 


The first case was a large papilloma’ (no report of 
microscopic examination) without villi, filling the lumen 
of the rectum. It was treated by high’ frequency applica- 
tions (‘‘fulguration”), the insulated copper wire electrade 
being passed through an angulated glass tube as a handle. 

The second case was a rectal stricture in process of 
formation. The patient had had syphilis thirty years 
before and Hanes believes the condition was luetic, al- 
though the blood Wassermann reaction was negative. "The 
extraordinary feature of the pathology is that numerous, 
small, friable, vascular tumors may be seen growing upon 
the inflammatory surface. Their growth never exceeds 


three-quarters of an inch in length. and they are usually 


larger at the base than at the apex. They are very 
friable and can be easily torn away from the wall of 
the bowel upon which occasion there is excessive hemor- 
rhage. The patient had six or eight of these small tumors 
which were destroyed by the use of the fulgurating cur- 
rent. 

The next three cases were instances of very frequent 
urination with; negative findings in the urine and the 
urinary tract, in which Hanes found an ulcer on the 
anterior wall of the rectum in two, and an_ inflamed, 


‘thickened and excoriated condition of the anterior rectal 


wall in the third (a boy of 12). 

An additional feature of interest in this last case is 
that he has develoned an irritability in the rectal outlet 
and has very tightly contracted anal muscles, and as 4 
consequence he has a tendency to the constipated habit. 
All infections involving the mucosa of the sigmoid and 
rectum will, in the course of time, affect the anal struc- 
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tures. The parts become very sensitive, the muscles irri- 
table and contracted which results in a very marked 
hypertrophy of the anal muscles. This will always pro- 
duce constipation or more properly speaking, obstipation, 
unless there is a tendency to diarrhea due to a diseased 
mucosa higher up in the colon. Hanes feels confident 
that all inflammatory affections occurring in the rectum 
and its outlet are secondary to an earlier infection higher 
up in the intestinal tract. We have discovered that many 
patients who have infections in the sigmoid and rectum 
histories of typhoid fever, dysentery, diarrhea, marked 
types of indigestion, etc. Hanes is of the opinion that 
patients are never entirely normal after having had a 
well established bacterial infection in the alimentary 
tract; and that the future will reveal many explanations 
for numerous obscure symptoms and conditions that are 
now observed in the abdomen alimentary tract and 
rectal outlet, which depend upon various types of infec- 
tion of the mucosa of the intestinal canal. 


Stricture of the Rectum. Franx C. Yeomans, New 
York. Journal of the American Medical Association, 
September 13, 1919. 


The generally assigned causes of rectal stricture are 
pressure of the fetal head in prolonged labor, enteroliths, 
unskilled instrumentation, and operations for fistula, 
hemorrhoids and resection. Yeomans has never seen a 
case in which pressure of the fetal head alone caused 
it. Foreign bodies may cause abscess and constriction, 
and so many enteroliths, though he has never seen it 
from the latter. In one case he has seen stricture from 
clumsy instrumentation. Strictures may be congenital, 
but these are usually curable unless a fibrous partial 
membrane persists. Stricture should never follow a prop- 
erly performed operation for piles. It may follow a 
Whitehead operation; other equally unfortunate sequels 
following this operation have caused Yeomans to abandon 
it, as safer and better methods are possible. Inflamma- 
tory conditions are the cause of the great majority of 
strictures, although it is doubtful, he thinks, whether a 
simple infection may cause a stricture. Specific infec- 
tions are tubercu!osis and syphilis, but the former tends 
to cause stricture in the small intestine rather than in 
the rectum, and stricture from this cause is rare, even 
above the cecum, in proportion to tne number of cases 
of intestinal tuberculosis. Tertiary syphilis is rightly 
agreed to be the commonest cause of rectal stricture. In 
a word, the formation of inflammatory stricture .depends 
on an extensive production of persistent contracting con- 
nective tissue. Other strictures are of the spasmodic or 
phantom type, or are due to inflammation of the valves 
of Houston, which occasionally occurs, or of adjacent 
organs, or due to operations on them. For diagnosis, 

eomans would not only discover the stricture, but would 
determine its nature and condition. Most of them are 
within reach of the finger, but the use of the proctoscope 
is advisable, as well as the taking of roentgenograms. 
The Wassermann test should be used in every case. The 
prognosis is good for congenital and traumatic cases, and 
with proper management, comfort and long life may be 
permitted in the other forms, except in tuberculous cases. 
Nearly all operative strictures could be prevented; and 
most u'cers, in their early stages, respond to treatment, 
without leaving very troublesome scars; but the most im- 
portant measure of prevention is treatment in the pre- 
stricture stage. After development, constitutional, local 
and surgical treatment are required. Yeomans gives a 
table showing the resu'ts in fifty cases, at various ages 
and stages. One of the cases is briefly reported. To 
the salient features, attention is thus called: “1. Thirty- 
seven of the fifty cases, including seven in which stric- 
tures were due to fistulas, were inflammatory. 2. Twenty- 
four, or near'y 50 per cent. of all cases, were syphilitic. 
3. Of the patients in the syphilitic cases. eight were males 
and sixteen females: sixteen were white and eight col- 
ored; the Wassermann reaction was positive in eighteen 
and negative in three clinically syphilitic. and in three 
cases the test was not made. The reaction was there- 
fore positive in 86 per cent. of the cases, in which the 


test was made. 4. In forty-seven cases, or 94 per cent., 
the strictures were within 10 cm. of the anus, and there- 
fore palpable. 5. The patients in forty cases were treated 
and observed for a long time. Of these, one, tuberculous, 
died in three years; the condition in twenty-nine was im- 
proved, that is, the patients have maintained comfortable 
lives, and ten, two of them syphilitic, were cured.” 


Imperforations of the Rectum and Their Treatment. 
J. Rawson Pennincton, Chicago. Iilinois Medical 
Journal, April, 1919. 


The author recognizes three classes of malformations of 
the rectum. 

1. The rectum communicating abnormally with the blad- 
der, urethra, vagina, etc., due to the persistence of the 
original ‘opening into the cloaca. 

2. Non- or imperfect development of the post-allantoic 
gut (rectum). 

Non- or imperfect development of the proctodeum 
(anus). 

This paper considers the latter two forms. In the sec- 
ond class (imperfect allantoic gut), the rectum may end 
blindly, and may or may not be attached to the skin 
by a fibrous cord. The rectum alone may be lacking, 
or the sigmoid as well, with more or less of the colon. 
The anal depression may be present or absent. In this 
type the bowel is not attached to the male or female 
sexual organs. 

In class 3, the rectum and proctodeum are ‘divided by 
a persistent anal membrane (which ordinarily disappears at 
the end of the third month of gestation), or the procto- 
deum is either partly or wholly undeveloped. From the 
standpoint of treatment, the indications are two-fold—to 
open up a channel for the evacuation of feces and to 
place the opening at the site of the normal anus or as 
c'ose as possible. When the latter indication is the only 
one to be met, operation may be delayed. When the 
channel must be opened, operation should be performed 
immediately. Colostomy may be done as a preliminary 
measure. The ultimate object, however, should be to 
bring down the rectum to the normal outlet. 


The Advantages of the Vaginal Route in Resection of 
the Rectum for Cancer. WILLIAM Epcar DaRNALL, 
Atlantic City. Journal of the American Medical As- 
sociation, June 7, 1919. 


The technical advantage of the vaginal over the sacral 
route should be apparent to him who understands the 
anatomy of the pelvis. There are no important struc- 
tures to be taken into account below the perineal fold, 
except the two tubes which pass out through the levator 
ani muscles, namely, the vagina and the rectum. The 
operation by the vaginal route consumes less time, there 
is less traumatism to the tissues, there is less hemorrhage 
and consequently less shock, which is an important factor 
in these weakened and toxic patients. There is no bone 
resection as in most perineal and sacral operations. The 
dissection by the vaginal route is easy, exposure is more 
perfect, and one works in an open field, rather than in 
the dark, thus being able to control the hemorrhage. The 
operation is practicable only when the tumor is movable 
and situated in the lower half of the rectum. 

The main points in technic are set down. A transverse 
incision is made across the vagina at the junction of the 
mucous membrane of the posterior vaginal wall and the 
cervix. Perpendicular to this, a median incision is carried 
down the whole length of the posterior vaginal wall, to 
the anus. If the sphincters are to be retained, this incision 
should be deflected to each side of the anus. A large 
thick flap is raised to either side of the incision, and 
the rectum is exposed and lifted from its bed by blunt 
dissection. It may then be easily pulled forward, and 
it is surprising how large a loop may be brought down. 
The rectum is then clamped and resected. A one-inch 
rubber tube is sewed into the proximal end and brought 
down through the anus, over which the anastomosis is 
comp'eted. After the rectal work has been completed the 
perineal floor is rebuilt as in extensive plastic work. 
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An Experimental Study of the Use of Detached Omen- 
Grafts in Intestinal Surgery. (Watter L. FInTon, 
Jackson, Michigan, and Max Minor Peet, Ann Arbor. 
Surgery, Gynecology and Obstetrics, September, 1919. 


The authors conducted a series of experimental opera- 
tions on dogs to determine the value of detached omental 
grafts, and the proper technique for their application. 

They conclude that the use of free detached omental 
grafts is preferable to fixed grafts, except in the presence 
of general infection. They may be used on any ab- 
dominal organ. The indications are to replace lost por- 
tions of peritoneun; io strengthen suture lines; to prevent 
adhesions, to check hemorrhages, to occlude the pyloris, 
to cover the stump of the cyptic duct and fallopian tube, 
and to reinforce the peritoneum in threatened perforations. 
In the absence of infection, the thin graft survives at 
least six months, practically unchanged. 

The piece removed should be on the free border of the 
omentum. The latter should not be markedly puckered, 
and the edges should be covered. The graft must be thin, 
spread out carefully over the injured part, the cut edge 
rolled under, and fastened in place by several sutures. 


The Value of the “No Good” Plication of the Cecum. 
DoucLas H. Stewart, New York. Western Medical 
Times, September, 1919. 


Stewart affirms that many of the symptoms associated 
with chronic appendicitis are in reality due to distended, 
redundant, or dilated colon. Appendicectomy affords ab- 
solutely no relief in these cases; whereas, appendicectomy 
and plication of the colon has given very satisfactory re- 
sults. The diagnosis should always be confirmed by +-ray 
before operation. 

The technic is as follows: 

One cannot determine readily, from sight alone, whether 
plication is or is not indicated. By touch he may do so 
at once; because he becomes aware that there are spots 
or areas in the colon wall that are akin to internal 
hernias, 

In order that the longitudinal bands may remain to- 
gether after being stitched, it is necessary either to paint 
a little of a 3 per cent tincture of iodine upon the sur- 
faces that are to adhere and that are to remain permanent- 
ly adherent, or else, with a piece of gauze to rub a little 
brush burn, as it were, upon the colonic wall. In either 
case the stitches are to be introduced in such a manner 
that the iodine streak or the friction streaking shall be 
covered by the infolding that occurs when those stitches 
are properly placed and knotted. It may be well to re- 
member that any stitches, whether single or continuous, 
should never cross any tinea. This will make certain 
that no stitch runs more than one-third of the way around 
the circumference of the colon and it makes strangula- 
tion impossible or other possible untoward results 
negligible. Also, care should be taken tnat each stitch is 
inserted into a tinea, slightly into the circular muscles 
between the lieas and into the neighboring tinea. This 
gives a good hold on strong tissue. When such a stich 
is drawn tight, or sufficiently tight to make a bulge or 
pseudo-hernia disappear, then the tension is exactly cor- 
rect. 


Indications for Operation for Gastric and Duodenal 
Ulcer. Cuas. N. Down, New York. New York 
State Journal of Medicine, September, 1919. 


Dowd presents the indications for operation that were 
present in 28 cases of cancer, and 72 cases of ulcer of 
‘the stomach. The main indications were perforation, 
pyloric stenosis, gastric or duodenal ulcer, hour-glass 
stomach, ulcer with hemorrhage. The most difficult cases 
in which to show definite indication for operation were 
those without stenosis or hemorrhage. 

Patients with perforated ulcer, with definite pyloric 
stenosis, with gastric or duodenal ulcer which has resisted 
persistent medical treatment, and with troublesome hour- 
glass stomachs, are surgical cases. Their proper treat- 
ment has been standardized by abundant experience. If 
we limit our surgery to such patients, we have a very 
extensive field for work and very important opportunity 
for aiding sufferers. It is better to err on the side of 


conservatism than on the side of hysterical enthusiasm 
for operation, But it is wrong to permit patients to con- 
tinue their suffering when the correct diagnosis can be 
made and when a simple operation will cure them. 
The diagnosis may be compiex. Pain, pyrosis, flatulency, 
acidity, vomiting, loss of weight, hematemesis, melena, 
gastric retention, +-ray evidence of lesion, chemical evi- 
dence of disturbed function, abdominal rigidity or - ab- 
dominai tympany or stomach splash may all be elements 
in the diagnosis, but the symptoms and the examinations 
are to be carefully worked over with each individual. 
The time for “snap diagnosis” has passed. Each patient 
has a right to a careful study of his symptoms and of 
his physical condition with the aid of modern facilities. 


Drainage of the Abdominal Wall in Acute Appendicitis. 
Danie N. ErsenpraAtH, Chicago. Journal of the 
American Medical Association, December 30, 1919. 


In the majority of cases the McBurney muscle-splitting 
incision is amply large enough to remove the appendix. 
Its chief advantage is that it is less likely to be followed 
by hernia, and it also enables one to drain every layer 
of the abdominal wall far better than any other imeision. 
This drainage technic Eisendrath has developed because 
a more or less extensive infection between the layers 
of the abdominal wall frequently complicates an operation 
for removal of the acutely inflamed appendix, even 
when, at operation, there is no visible sign of a spread 
of the infection beyond the walls of the appendix. In 
exceptional instances, the anterior rectus sheath is tmcised 
transversely and the rectus muscle pulled inward as sug- 
gested by Weir, in order to have a larger exposure. 
Eisendrath describes his method of draining the abdominal 
walls. In the acute gangrenous and catarrhal cases with- 
out visible perforation, the peritoneum is closed. A piece 
of Penrose soft rubber wicking is then placed down to 
the peritoneum between the edges of the internal oblique. 
Sutures are now inserted on each side of this drain to 
approximate the fibers of the internal oblique. A similar 
soft rubber drain is inserted parallel to the long axis of 
the incision between the internal oblique muscle and the 
external oblique aponeurosis. The cut edges of the latter 
are approximated up to the points of emergence of the 
drain. Finally, a drain made by twisting some strands 
of silkworm is also inserted parallel to the long axis of 
the wound in the subcutaneous fatty layer. Where an 
abscess has been found the peritoneum is not closed, but 
a cigarette drain is inserted into the bottom of the 
abscess cavity. If the abscess is in the true pelvis, Eisen- 
drath prefers to close the peritoneum and drain only the 
abdominal wall. Before this, however, a suprapubic stab 
wound is made and a cigarette drain inserted into the 
true pelvis as done by Van Buren Knott. Where there 
is a spreading, more or less active peritoneal infection, 
each layer is drained as above, but the true pelvis is 
drained by inserting some strips of pulled gauze imto a 
larger sized soft rubber drain, which is removed after 
forty-eight hours, and an empty soft drain reinserted, 
and gradually shortened. This individual layer drainage 
of the abdominal wall does not interfere with healing, 
and the drains are not pulled out until the skin sutures 
are removed about the eighth to the tenth day. The 
pus finds a normal outlet to the surface. The author 
recommends the adoption of the method as a routine. 


Book Review 


The Exact Diagnosis of Latent Cancer. An Inquiry 
Into the True Significance of the Morphological 
Changes in the Blood. By O. C. Gruner, M. D., au- 
thor of Biology of the Blood Cells, etc. Octavo; 79 
Philadephia: P, BLaxiston’s Son 

0., 


It is hard to understand how this curious work came to 
be written, and harder to understand how it came to bear 
the publisher’s imprint that it does. Certainly no sane 
reader will believe that the author can diagnose “latemt” or 
any other kind of cancer by the complicated blood ob- 
servations and multitudinous formu’ he describes. 
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